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Senile 
Psychoses 


Recent clinical studies show that a combination of two 
U. S. P. drugs, pentylenetetrazol and nicotinic acid, gives 
a marked response in cases of senile psychoses. In aged 
patients with mental symptoms, Levy * in 1953 reported 
benefit in senile psychoses, including mild memory defects, 
confusion, deterioration and abnormal behavior. 
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Is a combination of pentylenetetrazol (an 
analeptic) and nicotinic acid (a vasodilator ) 
Each Benizol Tablet, or Teaspoonful (5cc.) 
of the Elixir, contains: 


Pentylenetetrazol 100 mg. 
Nicotinie Acid 50 mg. 


. *Levy, S.: Pharmacological treatment of aged patients in a State mental 
hospital, J. A. M. A. 153:1260-1265, Dec. 5, 19538. 

. Gregory, I.: Nicotinic Acid therapy in psychoses of senility, Am. J. 
Psychiat., 108:888, 1952. 
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Now, even seriously ill patients can easily 
be given nutritional support equal to ‘‘three square meals a day," 
dramatically hastening recovery and shortening convalescence. 


SUS TAGEN 


the complete nutriment for tube and oral feeding 


Reports of steady weight gains with patients fed Sustagen 
exclusively for more than 90 days attest its nutritional com- 
pleteness. 


By tube— 
With Mead's Tube Feeding Set, using plastic tubing half the 
size of the smallest rubber tubing, Sustagen is easily ad- 
ministered without discomfort to your patients. The prob- 
lems of diarrhea, cramps and nausea so long associated with 
tube feeding are virtually eliminated with Sustag 

Sustagen also makes possible more complete nutrition for 
many patients for whom parenteral alimentation was hereto- 
fore the only practical and effective means available. 


ac 
Vitamin Biz 


By mouth— 
; Sustagen mixes easily with water to make a delicious 
Dilution for tube feeding therapeutic food drink for your patients on liquid or restricted 


1 cup Sustagen to 10 oz. water diets, underweight or undernourished persons, and when 
Dilution for oral feeding be feedi 
} cup Sustagen to 8 oz. water tube 


gis disconti d. 


Available through drug stores in 1-lb. and 2%-lb. cans, 
National Research Council. and to hospitals in 5-lb. cans. 


MEAD) MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S. A. 


VI 


= 
a 
= 
3 
e 
fe 
\ 
we BY TUBE 
= \ 
igi 
4 
A 24-hour “diet” of 900 Gm. of 
ae tional recommendations of the Food 
i: and Nutrition Board of the National ‘ 
ai Research Council.* 
Protein... Gm. 
Carbohydrate...............600 Gm. 
Vitamins and Minerals 
Vitamin A................5000 units 
Vitamin units 
amine hydrochloride... ....10 mg. 
Wiacinamide................100 mg. 
Calcium pantothenate.........40 mg. 
Pyridoxine hydrochloride. ......5 mg. 
Choline me. 
(crystalline) 
(from ferrous sulfate) 
EY 
4 
| 


BRAND OF MEPHOBARBITAL 


hypertension 
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clouding the patient's mental faculties. 
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PARADIONE® 


(Paramethadione, Abbott) 
Homologue to TRIDIONE. An 

alternate preparation which is 

~ Often effective in cases refrac- 

tory to TRIDIONE therapy. For 

TRIDIORE® treatment of the petit mal triad 


First successful synthetic 
agent—now agent of choice— 


for the symptomatic contro! ef petit 
mal, myoclonic jerks, and 
akinetic seizures. 


PHENURONE® 
(Phenacemide, Abbott) 
A potent anticonvulsant for psychomotor 
epilepsy, grand mal, petit mal and mixed 


seizures. Often successful where ail other 
forms of therapy have failed. 


GEMONIL” 
(Metharbital, Abbett) 


A new drug of low toxicity for 
grand mal, petit mal, myoclonic 
and mixed seizures. Effective in 
conditions symptomatic of organic 
brain damage. 


how to fit 


your anticonvulsant treatment 


to the seizure 


Ix treating the various epileptic seizure forms, you'll find that each 
of these drugs has specific uses and advantages. Together, they will 
help you individualize your anticonvulsant therapy . . . fit your treat- 
ment to the seizure. If you are not yet familiar with these four anticon- 
vulsants, won’t you write today for literature on any or 

all of them? Abbott Laboratories, North Chicago, II. Obbott 
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NICOZOL 
For Senile Psychoses 
DRUG SPECIALTIES, Inc. 


P, BOX 830 
WINSTON-SALEM 1, N. C. 


Most of your demented patients with senile 
psychoses can be treated in their own homes 
and restored to good behavior and sociability. 


An authoritative 1953 article* reported the 
following benefits from treatment with a combi- 
nation of pentylencietrazol and nicotinic acid: 
improved behavior 70%, better sociability 52%, 
ability to take care of one’s self without assistance 
48%, improved appearance and neatness 41%, 
greater alertness 38%, and improved memory 
and general activity 31%. 


NICOZOL Capsules contain pentylenetetrazol 
100 mg. and nicotinic acid 50 mg. Recommended 
dosage, 1 or 2 capsules t. i. d. NICOZOL Elixir 
contains pentylenetetrazol 200 mg. and nicotinic 
acid 100 mg. per teaspoonful (5 cc.). Recom- 
mended dosage, 2 to 1 teaspoonful t. i. d. 


Clinical studies show that NICOZOL is particu- 
larly effective for senile psychoses with symp- 
toms of memory defects, confusion, deterioration 
and abnormal behavior. 

Nicozol capsules are available in bottles of 100—500— 


1000 NICOZOL Elixir, in bottles of eight ounces—pints 
and gallons. 


*Levy, S.: Journal of the American Medical Association, De- 
cember 5, 1953. 


MAIL COUPON TODAY 
For Free Nicozol 
Drug Specialties, Inc. 
P. O. Box 830, Winston-Salem 1, N. C. 
Kindly send me professional sample of NICOZOL 
Capsules, also literature on NICOZOL for Senile 
Psychoses. 


te 
3 
ns 
/ 
/ 
, —- | 
\ 
\ 
; 
— 
; 


proved therapy in alcoholism 


"ANTABUSE: 


brand of DISULFIRAM (tetraethylthiuram disulfide) 
.. the most important advance in the medical management of chronic alcoholism . . 


“Antabuse” gives the patient a forceful and immediate 
reason for not drinking . . . he finds he cannot drink 
without experiencing extreme discomfort. By keeping 
the patient away from alcohol, “Antabuse” serves as 


a valuable adjunct to psychotherapeutic measures. 


* Feldman, D. J., and Zucker, H. D.: J.A.M.A. 153:895 (Nov. 7) 1953. 
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With S.K.F.’s remarkable new drug, ‘Thorazine’: 

“Impressive therapeutic results were obtained in acute and 
manic-depressive patients in the manic phase. Attacks are 
significantly shortened. Relapses are less frequent than with E.C.T.” 


(Lehmann, H.E., and Hanrahan, G.E.: A.M.A. Arch. 
Neurol. & Psychiat. 71:227 [Feb.] 1954) 


Available in 10 mg. and 25 mg. tablets; 2 cc. ampuls (25 mg. /cc.) 


Additional information on ‘Thorazine’ is available on request. 
Smith, Kline & French Laboratories, 


1530 Spring Garden Street, Philadelphia 1 
= *Trademark for chlorpromazine hydrochloride, S.K.F. 
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SUPPRETTES 


VACHLORAL 


QUACHLORAL 
Supprettes® 


Chloral Hydrate in Suppository Form 


The NEOCERA Base 

A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 
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Nine years ago, speaking to the Medical 
Society of the District of Columbia, I had 
the opportunity to report the position of 
Brazil in relation to the field of psychiatry. 
Since then, new advances have been made 
and our specialty has grown up considerably. 

As I have stated before, the facilities for 
mental health in my country were established 
very early. The oldest psychiatric hospital 
in Rio de Janeiro was founded in 1841 by 
our Emperor Dom Pedro II, with a 400-bed 
capacity. Fifty years later, when the Repub- 
lic replaced the crown, the hospital was en- 
larged to house 1,500 patients. At that time 
several other mental institutions were scat- 
tered over the country, mainly in the pros- 
perous southern states. 

Pioneering in South America in the field 
of prevention, we were the only country 
below the Rio Grande to follow very soon 
the American movement for mental hygiene, 
with the foundation in 1923 of our Brazilian 
League for Mental Hygiene, which has been 
doing a very nice job calling to the attention 
of both the public and the government the 
important problem of mental health. 

Before we talk about incidence, admission, 
and discharge rates, treatment and other 
points of more acute interest, let me give a 
broad idea of the psychiatric facilities avail- 
able in Brazil. 

Hospitals —We have now allover the coun- 
try a total of 120 mental hospitals in opera- 
tion; 36 are state hospitals, 11 are federal 
hospitals ; the remaining 73 are private sani- 
taria or charitable institutions. As will be 
noted 40% of all mental hospitals are en- 
tirely supported by the government. The 
total number of mental hospital beds is a little 
over 30,000, being 20,107 in state and federal 


1 Read at the Symposium on International Psy- 
chiatry at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 
3-7; 1954. 

2 Psychiatric Inspector, National Service for 
Mental Diseases, Rio de Janeiro, Brazil; Fellow, 
Brazilian National Research Council and Yale 
University School of Medicine, Department of 
Psychiatry. 
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hospitals and 9,966 in the private and chari- 
table ones. Roughly, the national and state 
treasuries are supporting two-thirds of the 
beds for mental patients throughout the 
country. For a nation with 53 million popu- 
lation, the existence of 30,000 psychiatric 
beds represents only 57 beds per 100,000 
people, as contrasted with the much higher 
U. S. figure, which runs nearly 400 beds per 
100,000 population. 

All our mental institutions are over- 
crowded. We need more beds desperately, 
but unfortunately the burden of maintaining 
two-thirds of all our hospitals is on the 
shoulders of the government, and surely you 
know how difficult it is to attract the interest 
of the legislators to our problems in order 
to obtain more appropriations for mental 
health. We have no private foundations, 
such as the Rockefeller, Josiah Macy, Jr., 
Kellogg, Commonwealth Fund and many 
others in the United States, which have 
shown interest in mental health. How happy 
we would be if we did succeed in diawing a 
little attention from some of these wonderful 
philanthropic foundations to our overwhelm- 
ing psychiatric problems! Such assistance, 
even on a small scale, would certainly stimu- 
late our native philanthropists. Some of 
them, such as the Matarazos, the Lunardellis, 
the Morgantes, and other big families from 
the industrial Sao Paulo State at present 
show more interest in giving financial sup- 
port to art museums than to psychiatric 
institutions. 

The size of our hospitals is extremely 
variable. The largest is the Jacarepagua 
Federal Hospital in Rio de Janeiro, which 
has 4,000 patients; the Juquery State Hos- 
pital in Sao Paulo has about 3,500 beds and 
is connected with other hospitals in the same 
big farm, giving a total of nearly 10,000 psy- 
chiatric beds in the same town; some small 
northern states have hospitals with 100 to 
150 beds; private sanitaria capacity ranges 
from 8 or 10 to 250 beds. 

Outpatient clinics.—30 to 40% of our state 
hospitals have an outpatient dispensary con- 


81 


ae 
% 
: 
Buck 
| 
= 
2 iy 

as 

“om 

+ 


82 LETTER FROM BRAZIL 


[Aug. 


nected with the main building. The federal 
government, which is now showing a great 
deal of interest in the field of prevention, 
has been establishing several dispensaries in 
Rio de Janeiro and at least one in each of 
17 states that have asked for help because 
they cannot afford the expenses of operating 
such a clinic. The Brazilian League for 
Mental Hygiene runs 3 dispensaries in Rio 
de Janeiro. Sao Paulo State has 4 outpatient 
clinics. 

The turnover in our mental hospitals is 
much greater than one might expect if taking 
into consideration the unfavorable conditions 
of overcrowding, inadequate number of at- 
tendants, shortage of psychiatrists, and in 
many of them, lack of funds for maintenance. 
Here are the figures for the last year of first 
admissions and readmissions together : 


State and federal hospitals 
Private hospitals 


Since only a small number of new beds were 
added to our hospitals last year, and since the 
average death rate in our mental institutions 
is between 8% and 9% of all patients under 
treatment during the year, we may figure 
that more than 35,000 patients were returned 
to the community, many of them showing 
some improvement. 

The incidence rates are almost the same 
as in the United States. Schizophrenia leads 
and is responsible for about one-fourth of 
all admissions. The second place belongs to 
manic-depressive psychosis. The other noso- 
logical entities follow in nearly the same 
proportion as we see in other countries, ex- 
cept for neuroses, which in the U. S. hos- 
pitals have a significant place and in South 
America are less noticeable. 

We have in Brazil about 300 psychiatrists. 
Nearly 100 work for the federal government, 
120 to 130 for the state hospitals, and the 
remaining 70 are engaged strictly in private 
practice or teaching. 

Treatment.—All the modern treatments in 
psychiatry are largely used in Brazil : insulin, 
electroshock, narcoanalysis, psychosurgery, 
psychotherapy, psychoanalysis. Even in the 
most backward state hospital electroshock 
and insulin coma are a routine practice. You 
may be astonished if I tell you that psycho- 


analysis is having a big boom in my country. 
At the end of World War II, several Bra- 
zilian psychiatrists went abroad to get train- 
ing in psychoanalysis. Of course, when they 
came back they applied the new technique 
to their private practice only. Then the Na- 
tional Service for Mental Diseases, which is 
one of the largest departments under the 
Public Health Service, under the able chair- 
manship of Prof. Adauto Botelho, decided 
to ask for special appropriations in order to 
give free psychoanalytic training to its per- 
sonnel engaged in clinical work in mental 
hospitals. Just now we have in Rio de Janeiro 
3 foreign teachers hired by 3 institutes of 
psychoanalysis. In Sao Paulo also the psy- 
choanalytic movement is growing steadily 
with at least 15 psychiatrists under training. 
This trend to dynamic psychiatry is aimed 
to raise the standards in our mental hospitals. 

Malaria is a tool that we are keeping in 
our therapeutic bag to be used every time 
we have to deal with neurosyphilis. You 
may wonder about this since you have prac- 
tically no cases of general paresis any more. 
But we do. In spite of the penicillin era, 
syphilis is still responsible for nearly 10% 
of all admissions in our hospitals and the 
best treatment there is still malaria: quick 
and efficient. We do not know if it is a 
matter of climate or some other condition, 
but malaria works better in Brazil than peni- 
cillin in the treatment of general paresis. 
The trouble now is that we are finding every 
day much more difficulty in obtaining a good 
strain of malaria than 5 or IO years ago, 
since the Brazilian Public Health Service 
succeeded entirely in its efforts to erase 
malaria from the country. They made a 
spectacular fight that covered and cleaned up 
all the towns and even the small villages in 
the interior near the jungles. We psychia- 
trists are complaining badly of this victory 
of the Public Health people. Nevertheless, 
the Federal Institute of Neurosyphilis in Rio 
de Janeiro is going on in full operation with 
all its 250 beds occupied. The Juquery Psy- 
chiatric Center in Sao Paulo State has a 
300-bed unit completely devoted to the treat- 
ment of general paresis. In Bahia State, 
where I have spent the last 5 years as com- 
missioner of mental health, we observed al- 
most no significant decrease in the ratio of 
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psychoses due to syphilis among the new 
admissions. 

Special Provisions—What provisions do 
we have for children? This is an important 
question that is being carefully considered 
by the authorities responsible for the mental 
health proram. What has already been done 
represents very little as compared with the 
great needs of the community. Even so, we 
are not exaggerating in considering ourselves 
the best-equipped country in this field in 
South America. Our Neuropsychiatric Hos- 
pital for Children, built in 1942 by the federal 
government in Rio de Janeiro, has 200 beds, 
5 psychiatrists, and 2 psychologists. Two 
separate units for preadolescent and adoles- 
cent psychotic patients have been built re- 
cently on the Jacarepagua Psychiatric Hos- 
pital grounds in Rio. The federal government 
runs also a Child Guidance Clinic built as an 
addition to the headquarters building for the 
National Service for Mental Diseases. Four 
state hospitals have special units for children : 
Bahia, Pernambuco, Paraiba, and Sao Paulo. 
Three other states are building such special 
units: Rio de Janeiro, Para, and Rio Grande 
do Sul. Connected with the public school 
system we have two mental hygiene clinics, 
one in Sao Paulo and the other in Rio. What 
we do not have yet is a child study center, 
of the type so successfully organized in your 
country, for taking care of children from 
any section of the community. 

We do not have special facilities for alco- 
holics, drug addicts, epileptics, and the feeble- 
minded. They are admitted to the state or 
private hospitals and taken care of, some- 
times in special wards, sometimes in separate 
buildings. 

A peculiar feature is our hospitals for the 
criminally insane. We have 5 in operation 
and a new one is under construction by the 
federal government in Rio; 8 new units for 
the same purpose are being built on the 
grounds of state hospitals, with funds pro- 
vided by the National Service for Mental 
Diseases. 

Standards.—All facilities for mental health, 
either public or private, are subject to peri- 
odic inspection by the National Service for 
Mental Diseases, as required by law. This 
procedure has contributed a great deal to 
raising our hospital standards, since the in- 
stitutions are obliged to give a minimum of 


comfort, medical assistance, and security to 
the patients, according to the technical regu- 
lations issued by the National Service. Of- 
ficers of that department are assigned to 
each state capital for surveys and have to 
report often. They are also in charge of the 
outpatient clinics run by the federal govern- 
ment in many states. The National Service 
for Mental Diseases provides grants to the 
states for helping them to build or rebuild 
hospitals and, in some cases, may provide 
technical personnel for a short period when 
the state hospital staff needs reshaping. 

Teaching.—Although psychiatry is in the 
curriculum of all Brazilian medical schools, 
it is taught only in the last year of the course, 
except in the University of Brazil in Rio 
where it is taught in two years. Unfortu- 
nately, we do not have residencies or a Board 
of Examination for Psychiatry or Neurol- 
ogy. Our physicians, once they finish medical 
school and get their M. D. degree, may start 
practicing in any medical field, including psy- 
chiatry. To minimize the harm of that lack 
of specialization the National Service for 
Mental Diseases started 15 years ago a 
4-month intensive summer course in clinical 
psychiatry and mental hygiene. This began 
with a small number of applicants, but as 
long as the professional interest was grow- 
ing, the enrollment had to be limited to 25 
students, many of them general practitioners 
wanting to work in mental hospitals. The 
Public Health Service also has included psy- 
chiatry and mental hygiene in the official 
1-year course for public health doctors. Psy- 
chiatry is in the curriculum of our nursing 
schools and student nurses have regular 
training in mental hospitals. 

By virtue of a century of tradition and 
many other well-known reasons, we Bra- 
zilians are your best friends in South Amer- 
ica. Bolstering up our good relations, we 
are sending psychiatrists and other profes- 
sional people to be trained in the United 
States. Needless to say, we hope to learn 
from your large experience in the field of 
mental health, and, on interchanging ideas 
with you, get a better understanding of the 
huge problem of how to deal with abnormal 
human behavior in a world which needs to 
keep the mind sound and clear for the preser- 
vation of our progress, our culture, our ways 
of living. 
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EFFECTS OF PREFRONTAL LOBOTOMY ON PATIENTS WITH 
SEVERE CHRONIC SCHIZOPHRENIA + 


RICHARD L. JENKINS, M.D., JAMES Q. HOLSOPPLE, Pu. D., ano 
MAURICE LORR, Pu. D.,2 Wasuincton, D. C. 


The Veterans Administration lobotomy re- 
search project, which presently involves the 
participation of 6 hospitals, is an effort to de- 
fine, particularly through the use of scaling 
devices and control series, the nature and ex- 
tent of the changes that occur when prefron- 
tal lobotomy is performed on patients with 
chronic schizophrenia. 

We depend for our information upon 3 
types of data, from : (1) certain selected 
tests of performance; (2) clinical judgments 
somewhat objectified by scaling procedures ; 
(3) a projective device relatively simple to 
administer—the Miale-Holsopple sentence 
completion(1). 

Scaled clinical judgments have given us 
for purposes of comparison the most nearly 
adequate picture of the changes occasioned 
by lobotomy. At some points, the tests of 
performance supplement this description, 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2From the Veterans Administration Central 
Office. 

We should like to express our appreciation of the 
members of the staffs of VA hospitals in American 
Lake, Wash.; Battle Creek, Mich. ; Bedford, Mass.; 
Northampton, Mass.; North Little Rock, Ark.; and 
Roanoke, Va. for their careful and laborious work 
which has made this report possible. 

Results on the first 30 operated cases and their 
controls were presented by Dr. Holsopple at the 
1951 meeting of the Association for Research in 
Nervous and Mental Diseases. 


and at many points the projective technique 
provides data contributing to dynamic inter- 
pretation of the changes described by the 
scales. 

We are here reporting what we know as 
the standard prefrontal lobotomy. From bi- 
lateral trephine openings close to the midline, 
an incision is made 2 centimeters anterior to 
the coronal suture. The incision is carried 
down under direct vision to the gray matter 
overlying the sphenoidal ridge. All white mat- 
ter is sectioned medially as well as laterally. 

Our study includes an ad hoc battery of 17 
rating scales (Table 1). These scales were 
prepared on the basis of the changes de- 
scribed in the literature as resulting from 
lobotomy. These judgments we sought to 
have made by consultants who would have no 
close doctor-patient identification with par- 
ticular patients. 

In addition to these ad hoc scales we have 
used a systematic series of scales developed 
by Dr. Lorr. There are 46 scales on which 
estimates are made by a clinically trained per- 
son, the ward physician, or the psychologist, 
after interview with the patient. Table 1 
shows the results with one scale on the first 
30 cases at the 3-month post-operative ex- 
amination. It reveals a shift away from self- 
preoccupation in the operated group, a 
change not shown by the control group. 
There are also 35 scales filled out by a clini- 


TABLE 1 
C-#11 Arrention: DrREcTION 


Control 


Pre- Post- 


1. Appears to be constantly preoccupied with self, whether anx- 


iously, thoughtfully or boastfully 


7 
2. Inclined to be preoccupied with own inner wishes and needs... 20 
3. Stimulated equally by inner ideas and needs and by objects and 
things going on around him. Seldom self-preoccupied 
4. Inclined to be more attentive to and distracted by things going 


on around him. Seldom self-preoccupied 


5. Conspicuously bound to or affected by things going on around 
him. Highly distractible by changes in the environment 
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cally trained person on the basis of reports 
obtained from the nursing staff. 

The most useful elements of our various 
schedules have recently been combined by Dr. 
Lorr in the Multidimensional Scale for Rat- 
ing Psychiatric Patients, Form for Hospital 
Use. 

Two developments have underscored the 
need for careful control in this study: first, 
control cases as well as lobotomized ones tend 
to show improvement. This fact indicates the 
danger of “letting each case serve as its own 
control” as has been done implicitly or ex- 
plicitly in most of the investigations of the 
effects of lobotomy. The inclusion of control 
cases was the feature of our research plan 
that ran into the strongest opposition, but we 
believe there is increasing recognition of the 
need for such controls. 

The second development emphasizing need 
for controls was that patients who initially 
have the more severe symptoms tend to show 
greater improvement on our scales than those 
having initially less severe symptoms. This 
holds whether patients are lobotomized or 
not. 

The selection of patients for operation and 
for matched control was carried out by the 
lobotomy committees of the participating 
hospitals. Selections were made on a thera- 
peutic basis. We did not feel justified in 
asking participating hospitals either to un- 
dertake or to withhold surgery for research 
purposes. The purpose of the Veterans Ad- 
ministration medical treatment is therapy, 
not experiment. Therefore patients selected 
for operation tend to show somewhat more 
severe symptoms than those selected as con- 


trols. These two factors accentuate the fa- 
vorable results which appear attributable to 
the operation. 

We have therefore selected a smaller num- 
ber of pairs of operated and control cases 
which could be satisfactorily matched in 
terms of total severity of symptoms, using a 
score of number and severity of symptoms 
based upon our scales. 

The first Lae of Table 2 reveals that in 
such a rigorously matched series, although 
both groups tend to show improvement, the 
operated one still shows more tendency to 
improvement than do the control cases. This 
difference is reliable at the .o1 level of con- 
fidence. Conversely, if we count the number 
of scales on which the patient’s rating falls 
within the normal range, both series show 
improvement but the improvement is greater 
in the operated group. With this treatment 
of the data, ignoring as it does improvement 
on any scale unless the level of normality on 
that scale is reached, the confidence level 
drops a step to .05. This would indicate a 
probability of getting such a difference be- 
tween the improvement of lobotomized pa- 
tients and that of their matched controls, on 
the basis of pure chance, of less than 5 in 
100 trials. This and all further results re- 
ported here are in series of cases rigidly se- 
lected to form pairs initially comparable both 
on the number and severity of symptom score 
and on whatever other score is being con- 
sidered in the particular comparison. The 
number of such rigorously matched pairs 
ranges from 51 to 62 in different comparisons 
and is shown in Table 2. 

Central to the whole problem of schizo- 


TABLE 2 
Definitely Little Definitel 
Number of worse change improv 
matched Control Operated Control Operated Control Operated cance 
pairs cases cases cases cases cases cases level * 
Number and severity 
ee ene 60 I I 45 29 14 30 OI 
Normality score ..........+. 62 3 54 44 5 18 05 
Scale of expressed 
52 37 28 8 19 OI 
Pattern of resistive 
51 4 3 39 33 8 15 05 
Pattern of schizophrenic 
disorganization ..... 4 46 40 5 15 
Factor of paranoid 
2 46 44 3 7 .O1 


* These significance porte are based upon the differences in mean improvement between ihe 2 series, not upon the 


groupings in this table. 
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phrenia is the problem of conflict. This we 
believe is expressed, on the physiological side 
in unresolving patterns of neural activity, and 
on the psychological side in anxiety. Line 3 
of Table 2 shows that anxiety is reduced by 
lobotomy. This is perhaps the most generally 
agreed-upon result of the operation. 

We have considered that the 3 elements of 
the schizophrenic sequence(2), resistive iso- 
lation, schizophrenic disorganization, and 
paranoid stabilization, may all be secondary 
to the development of a morbid anxiety. 
Turning to these elements we find a pattern 
of resistive isolation (based on 49 scales) 
showing improvement above the .05 level of 
confidence. The reduction in the pattern 
schizophrenic disorganization (based on 47 
scales) is more favorable to the lobotomized 
patients than to the controls. However, since 
there are about 14 chances in 100 of getting 
so great a difference as a result of purely 
random factors, we cannot attach confidence 
to it. Chances for such a large difference in 
this direction are only 7 in a 100, and if in 
this fashion we allow ourselves credit for 
hypothesizing the direction of the difference, 
it is at least quite suggestive and consistent 
with our other findings, even though not 
reaching conventional criteria of statistical 
acceptability. The difference in favor of the 
lobotomized patients in a factor of paranoid 
projection reaches the .o1 level of confidence. 

We have evidence therefore that lobotomy 
diminishes expressed anxiety, diminishes the 
severity and number of symptoms, and di- 
minishes paranoid projection in our loboto- 
mized patients as they are compared with 
rigorously matched controls. We have indi- 
cations that it reduces resistive isolation and 
our data suggest that it reduces schizophrenic 
disorganization. 

We believe that the results of the sentence 
completion test go far toward providing a 
psychological understanding of the changes 
which we describe. In this test the patient is 
asked to complete a number of sentences. 
While many of the changes in sentence com- 
pletion following lobotomy are difficult to 
interpret, there is a general drift clearly evi- 
dent and repeatedly exemplified, such as the 
following : 

Before lobotomy a patient completed “The 
best thing about old age is” with “that [one] 


doesn’t have long to live.” After lobotomy, 
the same patient’s response was, “The best 
thing about old age is social security.” An- 
other patient’s response shifts from “The 
best thing about old age is a person is more 
tolerant and mellow” to “The best thing 
about old age is rich cake Grandma used to 
bake.” The best thing about old age is more 
knowledge” becomes “The best thing about 
old age is resting.” “The best thing about 
old age.is respect” becomes “The best thing 
about old age is comfort.” Lobotomy simpli- 
fies the world for the patient. In these com- 
pletions we see how attention shifts from the 
abstract considerations of wisdom and respect 
to the more tangible even sensual enjoy- 
ment of social security benefits, rich cake, and 
ease. 

Before lobotomy a patient completed the 
sentence “To be a good liar one must fell big 
lies.” This is one definition of a good liar. 
After lobotomy the response became “To be 
a good liar one must practice.” “A drunken 
woman is a disgrace” became “A drunken 
woman should be put in jail.” The accent is 
no longer on feeling-tones but is shifted to 
practical disposal. “People refrain from mur- 
der only because they realize it’s a mistake” 
becomes after lobotomy, “People refrain 
from murder only because of the law.” An- 
other patient shifted from “People refrain 
from murder only because they are disci- 
plined” to “People refrain from murder only 
because they are afraid of the consequences.” 
Before lobotomy, “People refrain from mur- 
der only because why you just don’t kill 
someone without reason : must refrain from 
murder.” After lobotomy, “People refrain 
from murder only because—Jesus, J don’t 
know—well there must be a reason—people 
don’t murder people for nothing.” 

With this reduced capacity for or concern 
with higher ievel abstractions, conflicts are 
reduced. “A woman’s body should be re- 
spected—motherhood” becomes “A woman’s 
body should be claimed.” 

This operation of cutting the Gordian 
knot renders the world a simpler place to live 
in. The disorganized schizophrenic has been 
disorganized by his incapacity to deal with 
the complexities of the world; both he and 
that world may be better off for his having a 
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prefrontal lobotomy if less dramatic treat- 
ment does not bring about improvement. 

We believe it a proper function of reseazch 
workers to offer speculations as well as find- 
ings, provided only that they distinguish 
clearly between the two. The remainder of 
this paper will be devoted to speculations.® 

It may be stated as a general principle that 
those processes which are characteristically 
very rapid may be observed with added 
effectiveness in slow-motion photography, 
while those characteristically very slow may 
be observed more effectively through speed- 
up photography. Thus, while we use slow 
motion photography to observe to best advan- 
tage the gyrations of a tumbler’s twisting 
spin, we use speed-up photography to depict 
to best advantage the growth and blossoming 
of a flower. 

Schizophrenia is typically a slow process, 
and the characteristics of its development can 
most advantageously be observed in the in- 
stances of acute onset. Those who, like Rev. 
Anton Boisen, Chaplain at Elgin State Hos- 
pital, have been able effectively to relate the 
inside story of an acute schizophrenic break, 
stress the intense and intolerable conflict 
within the personality which precipitates the 
breakdown. Boisen regards the schizophrenic 
break itself in such instances as a desperate 
effort toward the resolution of a conflict. It is 
natural that a conflict of such depth and in- 
tensity should provoke the most extreme pre- 
occupation and ambivalence. According to 
Boisen the patient is engaged in a desperate 
pursuit of meanings and is sure only that 
things are not what they appear to be. 

If, in place of questioning the recovered 
patient, we study acutely schizophrenic pa- 
tients clinically, we get a comparable picture 
viewed from the outside. The prodromal 
symptom of aa acute schizophrenic break is 
typically a period, short or long, of intense 
anxious preoccupation. The anxiety may de- 
velop to the point of panic. Intense ambival- 
ences, a telling sign of conflict, are frequent. 

A state of acute anxiety-generating con- 
flict, then, precedes the acute onset of schizo- 
phrenia. The acute conflict may result in a 
desperately increased repressive effort which 
may often be inferred from the behavior of 
the withdrawn catatonic. It may result in the 


8 Developed chiefly by Richard L. Jenkins. 


disturbing break-through of unacceptable de- 
sires or impulses. These may then be pro- 
tectively disowned and ascribed to forces out- 
side the self, through delusions of influence 
and other manifestations of paranoid projec- 
tion. Depending upon his culture, the patient 
may explain the thoughts he experiences but 
rejects as ego-alien in terms of sorcery, the 
devil, electricity, or brain-scanning by tele- 
vision. In any event such an ascription of 
the discrepant ideas to an alien influence ap- 
parently serves somewhat to relieve the con- 
flict and, by the same token, to stabilize the 
psychosis. 

We may note that the morbid withdrawal, 
the disorganization of thinking, and the para- 
noid projections of schizophrenia all appear 
to be diminished by prefrontal lobotomy. We 
must ask ourselves why the creation of an 
organic defect should have the therapeutic 
effect of reversing the major elements of the 
schizophrenic process. This effect appears to 
be rather specific to prefrontal lobotomy al- 
though topectomy and thalamotomy are re- 
ported to yield somewhat similar results. 

Since it is primarily the thalamo-cortical 
and the cortico-thalamic connections to the 
prefrontal lobes that are severed in prefron- 
tal lobotomy, there seems an inescapable pre- 
sumption that these pathways are involved in 
the processes of schizophrenic withdrawal, 
schizophrenic disorganization, and paranoid 
projection. 

The hypothesis has been stated previously 
that schizophrenia is a breakdown of the 
adaptive process and its replacement by a 
maladaptation as a result of frustration be- 
yond the tolerance of the individual. This is 
another way of saying that it is the result of 
an emotionally important problem that is 
presently insoluble for the patient. 

Psychologically an important but insoluble 
problem commonly results in an intense pre- 
occupation, a going-over, again and again, of 
the same intense concerns and ideas without 
effective resolution. 

Neurophysiologically such an anxious pre- 
occupation must represent a self-sustaining 
pattern of activity, circular in the sense of 
involving a positive feed-back between the 
intellectual functioning of the cortex and 
the volitional-emotional functioning of the 
diencephalon. 
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We all know from personal experience that 
intense preoccupation with a problem, for the 
moment insoluble, reduces our capacity to 
take in, and to respond adequately to, almost 
all stimuli or requirements not directly in- 
volved in the preoccupation itself or which 
have not already become highly automatic. 
It would seem that the pathways required 
for effective thinking and for effective reac- 
tions not yet automatized are jammed by the 
preoccupation. Presumably these brain path- 
ways cannot readily be “cleared” for effective 
action on the new problems of the moment. 

Anxiety, in its very nature, as an emotional 
response to an inner conflict, must involve a 
circle of reciprocal activity between dien- 
cephalon and cortex. Anxiety is the symptom 
and the process that all investigators seem to 
agree is most particularly relieved by pre- 
frontal lobotomy. 

Here is advanced the suggestion that ex- 
treme anxiety represents the development of 
an eddy of neural activity made possible by a 
positive feed-back. Systems with a positive 
feed-back run away with themselves. In this 
case the result is something akin to a morbid 
resonance between diencephalon and cortex. 
In this morbid “resonance” the prefrontal 
cortex is presumed to be particularly impor- 
tant as a center for the higher integrations 
of cortical activity, particularly those con- 
cerning such high-level functions as projec- 
tion into the future and the self-concept. This 
morbid “resonance” produces subjectively an 
intense anxious preoccupation, and, objec- 
tively, an incapacity adequately to sort, evalu- 
ate, or respond to stimuli, particularly those 
not closely related to the dominant concern. 
Reactions tend to be determined by the domi- 
nant concern, and it may be because of this 
that the thinking of schizophrenics has been 
described as being “complexual” rather than 
“conceptual.” 

Hughlings Jackson in 1884(3) stated that 
insanities are due to a dissolution of the high- 
est levels of mental integration and that such 
a dissolution produces negative mental symp- 
toms through loss of the activity of these 
highest levels, and positive mental symptoms 
such as “illusions, hallucinations, delusions 
and extravagant conduct” are a result of the 
activities of the lower levels of integration 
now freed from higher controls. Bleuler 


recognized a splitting in the mental function- 
ing of the schizophrenic patient. It is our con- 
tention that both of these pioneers were right, 
and that the schizophrenic is deprived of the 
productive use of his highest levels of mental 
integration because the neural circuits serv- 
ing these highest functions are jammed with 
fruitless activity and the direction of behav- 
ior is left to lower levels of integration capa- 
ble only of relatively stereotyped, inflexible, 
and defensive adjustments. This is exempli- 
fied by the dead and primitive literalism in 
the comprehension of language which, in the 
schizophrenic, replaces a living and sensitive 
understanding. 

The schizophrenic mind can neither re- 
solve its conflict nor repress it, and the mor- 
bid resonance of cortex and diencephalon 
may grow to new levels of activity, leading in 
turn to the step-by-step progress of the 
schizophrenic disorganization. We believe 
that this separation of neural activity be- 
tween a morbid unresolving resonance of cor- 
tex and diencephalon in schizophrenic preoc- 
cupation and a control of behavior by lower 
and more primitive levels of integration con- 
stitutes the fundamental schizophrenic split- 
ting recognized by Bleuler. 

Such a morbid “resonance” might be 
dampened in various ways. It might be re- 
duced by cerebral depressants. Anxiety is 
typically reduced by cerebral depressants 
such as phenobarbital or other barbiturates, 
or by alcohol. Of course in those special in- 
stances in which some equilibrium has been 
achieved through the protective repression of 
certain memories or ideas, barbiturates or al- 
cohol appear to reduce the efficiency of the 
repressing mechanism, and we may see an 
abreaction occur, perhaps with intense emo- 
tion. This effect, however, is dependent upon 
the existence of a more or less marginal pro- 
tective repression. 

The morbid resonance may temporarily be 
checked by bringing about the massive down- 
ward discharge of a convulsive seizure, as in 
electroconvulsive therapy. It may also be 
checked by insulin coma, which depresses 
first the cortical functions, but in the third 
stage reaches down to depress also the dien- 
cephalon. The advantage of insulin coma 
over electroshock in the treatment of schizo- 
phrenia may relate to the fact that hunger 


> 
t 4 
mes 
‘ 
‘ 
- 
& 
od 
$ 
i, 


1954] 


R. L. JENKINS, J. Q. HOLSOPPLE AND M. LORR 


89 


following insulin coma brings the schizo- 
phrenic to a new start in the simple adjustive 
action of eating. Peters(4) has found that 
the stimulation of hunger and the reward of 
simple graduated problem-solving by food is 
in itself therapeutic. 

Obviously, the tendency to morbid “reso- 
nance” may be reduced by destructive attack 
upon the cortex. We can hardly conceive 
that a decorticate man could experience anx- 
iety. The modest and limited operation of 
decortication known as prefrontal topectomy 
appears to reduce anxiety. Obviously, the 
tendency to morbid “resonance” could also be 
reduced by destructive attack upon the dien- 
cephalon, as in thalamotomy. 

Another obvious way of attacking a mor- 
bid “resonance” of thalamus with cortex is 
to section fibers connecting the two. This is 
the essence of prefrontal lobotomy. 

We must of course account for the speci- 
ficity which appears to attach itself to the 
section of these particular fibers. This speci- 
ficity does not seem surprising, however, 
when we consider the evidence indicating the 
central role of the frontal lobes in the higher 
mental function and the fact that the conflicts 
we have been discussing involve higher func- 
tions, including abstractions such as the self 
concept, particularly as it relates to standards 
of conduct, and certainly the consideration of 
the future effects of present actions. It would 
seem reasonable that important and perhaps 
central elements in the positive feed-back 
from the cortex (which we presume to be 
essential for the generation of morbid anx- 
iety) should be through prefrontal cortico- 
thalamic fibers. 

If for the moment, we accept this hypothe- 
sis for acute schizophrenia, we may consider 
how under it we could account for the in- 
stances in which the development of the dis- 
order is insidious. This insidious develop- 
ment occurs particularly in persons who have 
been recognized from childhood as “shut-in” 
and perhaps “detached.” This development 
is one of increasing, if gradual, preoccupa- 
tion. There is loss of interest in, and atten- 
tion to, the external environment and appar- 
ent loss of capacity. Is it unreasonable to 
assume that vital brain pathways are gradu- 
ally, but effectively, being lost to adaptive 
functions as they are increasingly occupied 


by a slowly-developing morbid resonance be- 
tween diencephalon and cortex—or that the 
schizophrenic withdrawal and disorganiza- 
tion are a result of the progressive jamming 
of brain circuits by a morbid process ? 

In considering this hypothesis we should 
recognize the possibility of secondary as well 
as primary effects. The emotional flatness of 
the “burned-out” schizophrenic may well be 
due to diencephalic exhaustion, as suggested 
by Hirschfeld(5). It is reasonable to expect 
that this morbid resonance would sooner or 
later produce diencephalic exhaustion, and it 
is noteworthy that the clinical picture in the 
“burned-out” schizophrenic includes auto- 
nomic sluggishness and inadequate response 
to stress. Such a hypothesis could also ex- 
plain the striking concomitance Funkenstein 
(6) has found between a response pattern to 
mecholy] indicating chronic hypersecretion of 
adrenalin and favorable response to electro- 
shock therapy. 

Intense conflict, futile pursuit of meaning, 
anxiety, obsessive rumination, withdrawal, 
and projection are, of course, not found ex- 
clusively in schizophrenic patients. They are 
ordinary accompaniments of intense frustra- 
tion. For those who do not reach the point of 
diagnosis, however, they are of briefer dura- 
tion. The sequences run faster, and the re- 
cuperative powers of the individual are 
greater. The voluntary functional “lobot- 
omy” of the person who refuses to worry, 
who can relax, vegetate, and inhibit his tha- 
lamo-cortical circuits at will, brings to him 
repeatedly the virtues of the operation with- 
out its permanent destruction. The chemical 
“lobotomies” do not do so well as the func- 
tional, but they serve a similar purpose. The 
surgical procedure must necessarily be a 
measure of last resort. If it must be under- 
taken, one can proceed with relative optimism 
—provided the appropriate patients have 
been selected. 


SUMMARY 


Our experience that patients with severe 
schizophrenic symptoms tend to improve 
whether lobotomized or not confirms the 
need for control cases in studies of the ef- 
fects of lobotomy. 

In series rigorously matched regarding the 
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general and specific severity of symptoms, 
we find that the lobotomized patients show 
symptomatic improvement with a frequency 
reliably greater than that of the controls. 
They appear more nearly normal. Anxiety 
is diminished. Resistive isolation and schizo- 
phrenic disorganization appear diminished 
and paranoid projection is diminished. 

The hypothesis is presented that the split- 
ting of the schizophrenic process is the result 
of a conflict, unresolvable to the patient, re- 
flected, on the psychological side, by anxious 
preoccupation and, on the neurological side, 
by an unresolving morbid resonance or eddy 
of neural activity between cortex and dien- 
cephalon, which jams the higher circuits and 
leaves the control of behavior to lower cen- 
ters capable only of stereotyped inflexible and 
defensive adjustments. Prefrontal lobotomy 
is presumed to benefit the schizophrenic pa- 
tient by destroying circuits involved in the 
maintenance of this morbid eddy or reso- 


nance and permitting him more effectively to 
integrate and use what he has left. 
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PSYCHIATRIC ASPECTS OF MILITARY MANPOWER 
CONSERVATION * 


IVAN C. BERLIEN, M.D., Detrorr, Micu. 


A year ago, at Atlantic City, in discussing 
a paper dealing with military manpower in 
general and with waste of military manpower 
in the Army in particular(1), the writer 
promised a paper to be read at this meeting. 
The reasons were, first, there was no refer- 
ence in the paper last year to any of the ma- 
terial offered in the present contribution ; sec- 
ond, for a part of the war period at least, I 
had a special interest in certain areas of mili- 
tary psychiatry, as part of my duties in the 
Office of the Surgeon General of the U. S. 
Army in Washington, D. C., and later as con- 
sultant in neuropsychiatry, Office of the 
Chief Surgeon, in the Western Pacific; and 
third, because all the material used in the 
present paper is not readily available to 
others, simply because it was collected to ful- 
fill another of my wartime duties, namely, 
writing history for the War Department. 

First, I should like to consider neuropsy- 
chiatric screening at the induction station 
level, for that is the introduction of the civil- 
ian selectee (and to many an enlistee) to the 
military. 

At a meeting of neuropsychiatric consult- 
ants in the Office of the Surgeon General, in 
Washington, in May 1944, I called attention 
to the fact that the armed forces were then 
operating 85 induction stations. During the 
year 1943 alone, 5,200,000 examinations were 
made, more than 3,300,000 selectees in- 
ducted, and 1,900,000 rejected for all causes. 
In that year, the rejection rate, for all causes, 
increased from 290/1000 for the first quar- 
ter to 419/1000 for the last quarter, and 
averaged 363/1000. The rejection rate for 
neuropsychiatric reasons rose from 57/1000 
at the beginning of the year to 114/1000 at 
the end of the year, i.e., it doubled. These 
figures give an idea of the extent of the man- 
power problem at the first level (really the 
second, for Selective Service deferred men 
on their own authority and we are dealing 


1 Read at the 100th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 


here with only those men forwarded to the 
AFIS by the Selective Service classified as 
TA). 

Here I should like to review briefly some 
historical facts which no doubt played an im- 
portant role in determining philosophy and 
policy in manpower selection. 

On October 11, 1940, Baillie(2) reporting 
a series of some 200 neuropsychiatric cases 
from the Canadian Army stated, “In our esti- 
mation, the unsuitability should have been 
obvious in 68, or 34%, on enlistment.” He 
suggested an NP examination on enlistment. 
Thus, a year before Pearl Harbor, the estab- 
lishment of NP screening was recommended. 

Interestingly enough, even though most 
psychiatrists sincerely believed that they 
would go far in eliminating a vast number of 
neuropsychiatric patients from the rolls of 
the VA Hospitals and pension lists at the in- 
duction station (and the author was one of 
these psychiatrists until the data to be cited 
made such a belief untenable), a calm and 
sober (and accurate) estimate was very early 
given the high-level government authorities. 
I am indebted to Dr. Winfred Overholser 
for this datum which admonished caution and 
pointed out that the psychiatrist examining 
at the induction center could and should weed 
out only the obviously mentally unfit and that 
he could not be expected to accurately prog- 
nosticate the future mental health of men 
not so obviously unfit. This was highlighted 
by an editorial in this JouRNAL in January, 
1941 (3). 

Porter (4) cited the figure of a billion dol- 
lars cost to the government of caring for NP 
cases from World War I, but gave an objec- 
tive estimate as had Overholser as to what 
could reasonably be expected of psychiatry 
in this area. 

However, in the Foreword to Medical Cir- 
cular No. 1 of Selective Service System one 
finds this ominous counsel : 

Military and Naval experience is in favor of ex- 
cluding from the Armed Forces ali persons dis- 


covered to have mental or personality handicaps oi 
any material degree. 
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It should be remembered that about the only 
official guides the psychiatrist had in the 
early years of World War II were the SSS 
Medical Circulars and the original MR 1-9 of 
the U. S. Army. 

In January 1942, Kiene, Hassell and Mit- 
ler(5) called attention again to the billion 
dollar figure from World War I and stated: 
Many of these casualties could have been prevented 
by the elimination of the actual and potential suf- 
ferers from nervous and mental disease by neuro- 
psychiatric examination at the time of their induc- 
tion into the Service [Italics mine]. 


Again, Orr(6) reviewed the cost of NP 
casualties in World War I and pointed out 
that 
. . . Every three potential neuropsychiatric casual- 
ties among present registrants who are detected and 
rejected will save $100,000 over the next twenty 
years [Italics mine]. With the more obviously psy- 
chopathic men eliminated, [Induction Board psy- 
chiatrists] are asked to eliminate further: (1) 
those men with more subtle personality disorders 
missed by previous examiners; (2) men whose pres- 
ent personality make-up suggests that they may 
break under the special stresses and strains of camp 
life, and, even beyond these, (3) men who may be 
expected to develop some type of neuropsychiatric 
disorder at any time during the next 11 years, the 
period of camp training plus the period of liability 
to military service as a member of the organized 
reserve. It is even further suggested that the In- 
duction Board psychiatrists should endeavor to pass 
only men who are, in a positive sense, “vocationally 
suitable” for army life, rejecting all those who, in 
no sense mentally ill, are nevertheless better ad- 
justed to civilian jobs than they could ever be in 
the Army. 


Little wonder, then, that I and hundreds 
of other psychiatrists working in induction 
stations or for local boards of the State 
Selective Service System happily rejected 
hundreds of thousands of men for obvious, 
subtle, or prognosticated NP reasons. 

However, Porter(7), an astute military 
psychiatrist who headed our important 
School of Military Psychiatry, again in 1943 
pointed out our lack of “a workable practical 
test for stamina, the ability to adjust to un- 
favorable environments,” etc., and urged 
psychiatrists to “emphasize traits favorable 
to service and not concentrate exclusively on 

~a search for unfavorable ones.” 
Now, it can be seen that the overwhelming 
weight of opinion as expressed in the then 
current literature stressed rejection. Indeed, 
the Surgeon General ordered the section on 


NP of MR 1-9 rewritten because the entire 
stress lay on rejection, whereas, obviously, 
the business of an induction station is to in- 
duct men into the armed forces. It is an im- 
portant part of the job to reject the obviously 
unfit but, since the prime function is to get 
men into service, others not obviously unfit 
should be inducted. 

Prior to Pearl Harbor the armed forces of 
the United States were not totally mobilized. 
We were mobilizing for defense in case of 
war. We were, one might say, building a 
“cadre” military establishment capable of, in 
event of attack, rapid expansion to total mo- 
bilization. To that extent, it might he argued 
that it was advisable to select only the “cream 
of the crop,” since the private of the “cadre 
army” would be the sergeant of the “war 
army” or perhaps even a commissioned offi- 
cer (indeed, many became both). In addition, 
line officers, quite understandably, demanded 
vociferously that the induction stations “keep 
out the screw balls,” “reject the Section VIII 
material,” “throw out the psychopaths,” 
“don’t send us the alcoholics,” etc. I, as were 
many other induction station officer-psychi- 
atrists, was given command of a troop train 
carrying inductees from the induction sta- 
tion to their first army camp for classifica- 
tion, indoctrination, uniforms, etc. We were 
sent to observe and talk to various experts 
and gain knowledge of what kind of men 
was wanted and what kind was not. 

On the other hand, many of us now believe 
that at any time, at any stage of mobilization, 
the same policy should be pursued ; namely, 
only the obviously unfit should be rejected. 
In other words, “‘stress induction and mini- 
mize rejection” should be the watchword for 
neuropsychiatric examiners at induction 
stations. 

As the war gained momentum—with Gen- 
eral Eisenhower needing more and more men 
in preparation for the Normandy invasion 
and General MacArthur needing more men 
in the Pacific, in short, to reach full mobiliza- 
tion strength—the manpower problem be- 
came acute. The general staff and Selective 
Service came closer to agreement—“induct 
more ; reject fewer” became our common ob- 
jective, but from lower echelons came a dis- 
sonance of conflicting opinions and wills in 
the matter. 


. 
F 
A 
i 
| 
; 


1954] IVAN C. BERLIEN 93 


Meanwhile, NP rejections had shown a 
steady climb (from 96.6/1000 in 1942 to 
155/1000 in 1943 and from 28.4% of all re- 
jections in 1942 to 42.7% in 1943). It was 
decided to study the whole problem afresh 
since statistical control was feasible. It was 
decided to classify a number of representa- 
tive stations as to the professional quality of 
personnel, the size of community in which 
they operated, with geographic, economic, 
and other factors represented. Accordingly, 
39 stations were selected and classified as 
“Poor,” “Fair,” and “Good,” with reference 
to number, training and experience, and ratio 
to selectees of the NP personnel. 

For instance, a “poor” station would have 
either no psychiatrist available, or at best a 
poorly trained, inexperienced man or a hope- 
lessly overworked staff unable to do more 
than token examinations on a small percent- 
age of men passing trrough the line. A 
“good” station, on the other hand, had at 
least one neuropsychiatrist to every 50 men 
to be examined, and the staff were well- 
trained, mature psychiatrists with other im- 
portant adjunctive aid such as social service 
or agency clearing house service, available. 
A “fair” station was, of course, one in be- 
tween. Large and small cities, towns, and 
rural populations from all over the country 
were selected to make sure of adequate sam- 
pling. Rejection rates for NP reasons for 6 
months, June through December 1943, were 
recorded for all 39 stations as were discharge 


rates for NP reasons for a corresponding 
period. 

In order to minimize the use of statistics, 
which can be very tiring, and without ma- 
teriaily affecting the significant figures, 10 
stations have been selected; namely, 4 
“poor,” 3 “fair,” and 3 “good” stations. 
Table 1 gives the rejection rate figures, 
Table 2 the discharge figures. Table 3 com- 
pares averages for stations. 

To reduce these figures to a few meazxing- 
ful data, it is clear that there is little correla- 
tion between rejection and discharge rates. 
Comparison of “poor station 3,” for instance, 
in which there was no psychiatrist, with 
“good station 2,” shows they have the same 
average discharge rate of 18/1000, but 
“good” station 2 achieved this only by re- 
jecting 10 times or 973% as many men. 

The ratio of rejection to discharge of 
“good station 2” was 24 times that of “poor 
station 3.” Obviously, even if one were to 
weigh all factors one cannot ignore such tre- 
mendous differences nor explain them satis- 
factorily. In fact, these figures were so dis- 
turbing to me that I asked the Director of the 
Medical Statistics Division, then Major 
Harold F. Dorn, and Dr. Sam Stouffer, Di- 
rector of the Research Branch of the Infor- 
mation and Education Division, both to tear 
them apart to see whether or not they were 
valid reflections statistically. Both said the 
figures were valid and that the only conclu- 
sion one could arrive at was the unhappy one 


TABLE 1 


NuMBER REJECTED FoR NP REASONS PER 1,000 EXAMINED 
1943 


Month of examination 


Induction 
station 


Sept. Oct. 
70 76 
53 94 

8 
44 
76 


126 
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Numser Grven Mepicat DiscHarGe ror NP PER 1,000 INDUCTED INTO ARMY 
1943 


Month of discharge 


that we, as neuropsychiatrists, did not as yet 
possess definitive tools, or tests, which could 
accurately prognosticate a man’s mental 
health record in army service. 

One sees by comparison that, while achiev- 
ing a record of 16/1000 discharges, the 
“good” stations rejected 112/1000 examined 
whereas the “fair” stations had a discharge 
record of 1/1000 more, but rejected 50/1000 
fewer men, while the “poor” stations had a 
discharge rate of only 2/1000 more while re- 
jecting 20/1000 fewer than the “good” but 
30/1000 more than the “fair” stations. In 
terms of what this means per million men, 
“good” rejected at the rate of 112,000 to 


TABLE 3 
REJECTIONS PER 1,000 EXAMINED vs MEDICAL 


DISCHARGES PER 1,000 (AVERAGES) INDUCTED 
ror NP Reasons Eacu CAseE 


R/D 
5-3 


Apr. May 
10 


39 
21 


23 
23 
21 
20 
23 
21 
22 
18 

9 
17 


19 


62,000 for “fair,” or they rejected over 3 
combat divisions to achieve a discharge of 
about one battalion to 2 for “fair.” 

According to the Statistical Division, 
Office of the Surgeon General, the steady 
rise in rejection rates tended to reflect the 
reworking of the local board pools; that is, 
to resubmit men who had already been re- 
jected at least once before. It was no secret 
that some boards delighted in “putting it 
over” the examiners by getting a previously 
rejected man accepted the second, third, or 
even fourth time he was sent for examina- 
tion. But, the fact is that this was a factor 
common to boards all over the country and 
cannot be weighted to satisfactorily explain 
such marked differences as shown in the 
tables. 

Further, the writer, with the cooperation 
of one of the above “good” stations, arranged 
to have men with certain NP diagnoses, bor- 
derline but usually rejected, inducted instead 
during July and August, 1944. Table 4 
gives the results of this experiment. It may 
be seen that after about a year of service 84% 
remained on duty and 2 men had won com- 
missioned officer rank. Similar results were 
found by Fry, who followed Yale students 
who had known psychiatric conditions for 
which they sought therapy while at Yale. I 
might add that the data for Table 4 were 
kept by tabulating the diagnosis, date of in- 
duction, the man’s army serial number, and 
then on July 6, 1945, making a machine rec- 


station fan. Feb. Mar. June Jan./June 
| 8 14 24 19 18 
14 15 16 15 16 
15 19 22 19 18 
MOE 15 19 22 9 16 
38 19 al 22 16 18 
15 22 14 16 16 
16 20 20 13 17 
| 12 15 14 14 15 
NO. 2 14 19 23 21 13 18 
9 14 13 8 Ir 
16 19 18 12 16 
a Total ........... 14 16 19 19 = 13 7 
station rate rate 
‘4 wi Ve 16 9.0 
_ J No. 2 70 18 3.3 
Fetal. @ 17 3.6 
Me. 8: 15 7.2 
a 17 5.6 


line 


IVAN C. BERLIEN 


TABLE 4 


BorDEFLINE BUT USUALLY REJECTED MEN INDUCTED IN JULY AND AUGUST, 10944 
Number In service Dis- 
Defect inducted 6 July 1945 charged 
Psychoneurosis Anxiety 12 10 
Psychoneurosis Neurocirculatory Asthenia..... 6 6 


Psychoneurosis G.I. ..........+- 
Psychoneurosis (Other) 

CPS, Emotional Instability 

CPS, Asocial and Amoral Trends 


Stammering and 
Emotional Immaturity 


* Discharged to accept commission. 


ord run using War Department records, so 
that the results are not based on hearsay or 
personal correspondence, but cold objective 
evidence as to what the man’s status was on 
that date. 

By this time, psychiatrists working in over- 

seas theaters in support of combat troops 
were finding proofs that the old concept of 
keeping out the man who would become a 
psychiatric casualty was a myth—that the 
truth was, literally, that every man has his 
breaking point. Thus Farrell and Appel(8) 
pointed out that, although hundreds of thou- 
sands of men had been rejected at induction 
stations for psychiatric reasons, 
Almost as many of the medical discharges from the 
Army have been for neuropsychiatric reasons as for 
all other causes combined [my italics] and this does 
not include the psychopaths and mental defectives 
who are discharged under a non-medical category. 
The loss of manpower has been significant. Further- 
more, considerable evidence accumulated indicating 
that a large proportion of these [psychiatric] cases 
were occurring in individuals whose past history 
was negative for neuropathic traits or anything that 
could be taken to indicate “predisposition” to psy- 
chiatric disorders. [Careful study in one combat 
theater revealed that] in one campaign the inci- 
dence of psychiatric cases was uniformly higher 
among veteran combat troops than among fresh, 
green troops. 


They pointed out that months of intensive 
combat had weeded out all the weaklings and 
that the men remaining had proven their 
basic toughness and integrity 2f personality. 
Yet, their higher incidence showed that even 
the toughest of men had a breaking point. 


7 
26 
29 

8 
75 
13 

6 
19 
10 

209 


Farrell and Appel tersely summed up the 
lesson learned by saying, 

If screening were to weed out anybody who might 
develop a psychiatric disorder, it would be necessary 
to weed out everybody. It L[screening] cannot be ex- 
pected to have any effect whatsoever in decreasing 
the rate at which “normal” men break down. 


In the same paper, Farrell and Appel set 
forth the opinion, shared by the present 
writer, that screening “runs the risk of elimi- 
nating men who, although having some de- 
fect of personality, nevertheless, if properly 
handled, can render valuable service in the 
army.” 

After the induction station to which I was 
assigned was inactivated I was transferred 
to a rehabilitation center where I studied gen- 
eral and special court-martial prisoners in- 
tensively, and later, in the War Department, 
was liaison officer from the Office of the Sur- 
geon General to the Correction Division of 
the Adjutant General’s office. This experi- 
ence taught me further that even certain se- 
rious offenders could be successful soldiers if 
handled properly. 

Of 3,536 general prisoners restored to duty 
and followed up after 6 months duty, 81.3% 
were still in active service and in good stand- 
ing. Asked to rate these men, their com- 
manding officers rated nearly 80% as “aver- 
age” or “above average,” and better than 
17% had already risen above the rank of 
buck private. I was tremendously cheered 
upon visiting a rehabilitation center overseas 
to find a former prisoner a commissioned 
officer who was the “spark plug” of the outfit. 
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From the rehabilitation center I was trans- 
ferred to an armored division as division psy- 
chiatrist and learned that “when you have to, 
you can.” Because of a “get tough” policy 
then current in ground forces, it was virtu- 
ally impossible to transfer men out of the di- 
vision. We found that although some men 
were really ineffective, we could, by inge- 
nuity, “get duty” out of men who had been 
sent to me as division psychiatrist as “screw- 
balls,” “sad sacks,” with a prayerful injunc- 
tion from their respective Commanding 
Officers to “get rid of them.” This we did by 
various means, including reassignment within 
the division, retraining, help from the divi- 
sion Chaplain’s office, the Red Cross man, 
therapy in what measure it could be under- 
taken, etc. 

During the Leyte campaign, on a special 
mission from the War Department, visiting 
combat divisions and Communication Zone 
areas, I observed some curious phenomena. 
For instance, in one famous division there 
was no psychiatrist and evacuation for psy- 
chiatric reasons was a rare event, but, during 
the campaign this division was deployed on 
one side of a hill and another division on the 
other side. Depending on which side of the 
hill the soldier on the ridge descended and 
went to the clearing station, he might find 
himself on the way back to Z. 1. or back to 
duty, so radically did handling the case differ 
in these two divisions. 

Together with Lt.-Col. Malcolm Farrell, I 
visited most installations of the Southwest 
Pacific and Pacific Ocean area. On New 
Guinea we observed the ultimate in variation 
as to the fate of the psychiatric casualty. On 
one side of the road was a large general hos- 
pital where pessimism ruled and of all non- 
psychotic psychiatric casualties, 80% were re- 
turned to the Z. 1. On the other side of the 
road there was a small but exclusive neuro- 
psychiatric hospital from which 80% of the 
nonpsychotic psychiatric casualties returned 
to duty! Thus, if one were a psychiatric 
casualty and by sheer chance entered the gen- 
eral hospital, one had a 4 to 1 chance of go- 
ing home, but if one went to the other side 
of the road, he had a 4 to 1 chance of re- 
turning to duty. 

Now, frequently we were told by the pessi- 


mists that even if they were returned to duty, 
“these NP’s were no good and would soon be 
evacuated and you only handicap the Army 
by returning them to duty.” To settle the 
matter, the consultant in neuropsychiatry at 
that time, Col. Alan Challman, was able to 
set up a rigid reporting system and follow-up 
study. At the conclusion of hostilities, the 
present writer was consultant in that com- 
mand, and concluded this study initiated by 
Challman. The results proved, again, by ma- 
chine record run, that, at the end of 1945, 
80% of the men returned to duty from the 
NP treatment hospital, were still on duty in 
the theater. Thus, once more it is shown how 
improper handling and ill-advised policy can 
be a source of loss of manpower. 

A number of army psychiatrists, among 
them Hanson, Drayer, Appel, Ranson, Cole- 
man, to mention only a few, had observed 
that there was a remarkable correlation be- 
tween neuropsychiatric casualty rates and 
morale. In fact, they had worked out an un- 
official but helpful morale index of one kind 
or another. Roughly, this was a figure ar- 
rived at by combining AWOL, VD, sick 
call and court martial rates, and the like. 
When this figure reached a certain level, they 
gave the unit in question a visit to determine, 
if they could, what was causing the figure. 
Inevitabiy, the answer was, to put it into a 
word, “command.” In fact, one (Coleman) 
had worked out a system whereby, upon ob- 
serving such a situation, he reported to the 
G-2 of the Division, and together they went 
to the Assistant Division Commander, who 
accompanied them to the battalion or other 
unit in question where an investigation took 
place, often resulting in relieving the unit 
commander and replacing him. 

At a school of combat psychiatry held in 
the Southwest Pacific, a Division Com- 
mander invited the faculty to visit his divi- 
sion and talk to his officers. During the meet- 
ing the Commanding General of the division 
took the floor himself and proceeded to de- 
liver one of the finest speeches on prevention 
of psychiatric casualties I ever heard. He 
told his officers, among other things, 

Think first of your men, give them decent chow, 
fair breaks, deserved promotion and commendation, 


see that they have well-fitting shoes, plenty of de- 
cent socks and good leadership. 
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In a few words, inspirationally spoken by a 
fine soldier and respected Commanding Gen- 
eral, prevention got a tremendous boost in 
that division and not from us psychiatrists, 
either. 

In another combat division, the division 
psychiatrist, a young fellow, but as you shall 
see, sharp as a tack, took me to the Com- 
manding General of his division and said, by 
way of introduction, “I want you to meet the 
real division psychiatrist—I am his assist- 
ant!” I learned that after each engagement 
in which the division was committed, this 
Commandir~ General visited every unit in 
the divisi | and with maps and charts 
showed h’ exactly why they had been 
asked to av whatever their assignment had 
been. He answered soldiers’ questions and 
invited participation. On Christmas Day, this 
General, starting at dawn, visited every unit 
in his command. Little wonder that the NP 
casualty rate of this division was low com- 
pared to many. 

In summary, what we learned about man- 
power from the military psychiatric view- 
point in the light of experience in World 
War II may be stated briefly as follows: 

1. At the level of the induction station, 
only those men who are obviously unfit 
should be rejected. No attempt whatever 
should be made to reject the potential psy- 
chiatric casualty. 

2. At the level of the training camp, there 
should be a psychiatric team, a “Consulta- 
tion Service,” or the like, to survey training 
and aid the command in helping to capitalize 
on positive factors rather than helping the 
man capitalize on negative ones. 

3. Military psychiatrists must constantly 
strive to influence officers to give men better 
leadership, to obviate conditions that favor 
NP casualties, and to stress conditions that 
work for better morale. 

4. NP casualties, except for psychotics, 
should not be hospitalized in conventional 
hospitals. Rather, they should be concen- 
trated (in sequence) first, inside their di- 
vision, for near-front therapy, rest, recu- 
peration, and retraining with a positive, 
optimistic, “back-to-duty” philosophy; sec- 
ondly, in Army area, still in the combat zone 
in a similar set-up; thirdly, if they pass 
through these 2 screens, in the theater zone 


of communications as cited in this paper ; and 
lastly, in the Z. 1. in special centers, for the 
same kind of “back-to-duty” treatment, but 
not in hospitals, for in our experience few 
men, in proportion, returned to duty from 
general hospitals, even when they were well 
staffed by competent men. 

5. The proper assignment and proper mo- 
tivation of the soldier goes far to prevent his 
becoming an NP casualty. With good leader- 
ship, his length of duty can be greatly 
increased. 

6. Past misconduct resulting in prison sen- 
tence is not alone indicative of inability to be- 
come an acceptable soldier. 

7. Neurotic traits, of themselves, are not 
sufficient evidence of inability to become a 
good soldier. 

8. The philosophy or policy of Diagnose 
and Dispose is no longer tenable. Rather, 
psychiatry can best be of good service in the 
military establishment by bringing to bear its 
special knowledge and experience upon help- 
ing the military to utilize the positive per- 
sonality factors of men and in advising and 
influencing the command to establish and 
maintain the best possible morale-building 
environment for the soldier. 

g. Psychiatry must never be the willing 
handmaiden to poor leadership in excusing it 
by being the agent for disposing of its own 
failures. 

10. The job of the psychiatrist is not dif- 
ferent as to purpose from any other medical 
officer. His job, like any medical officer’s, is 
to keep the soldier fighting or fit to fight, and 
not to provide him with a sure-fire, one-way 
ticket home. 
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DISCUSSION 


Joun F. McMutuin, Carr. (MC) USN.—To 
most of what Dr. Berlien has said, I add my ‘er- 
vent amen. I feel he has performed a signal service 
in delving into these questions, particularly into the 
efficacy of psychiatric prediction at the induction 
station level, and coming out with a set of meaning- 
ful figures that sets some of our thinking straight. 
I feel that we are prone to forget, and that few 
people realize, just how difficult it is for the average 
military psychiatrist, particularly in the field, to 
take the astronomical figures of military situations 
and boil them down into a few meaningful facts. Yet 
no one will deny that there is a very real need for 
widespread knowledge and publication of just these 
very facts that Dr. Berlien has stressed. One of the 
real handicaps in the practice of psychiatry, either 
civilian or military, is to face the unrealistic expec- 
tation on the part of laymen that we, as psychi- 
atrists, can perform miracles or predict accurately 
the behavior of individuals under varying circum- 
stances. A glaring example of this lack of realism 
is the widespread enactment of laws for the hand- 
ling of sex offenders whereby they are handed over 
to psychiatrists to be confined until they are “cured.” 

There is little doubt that the early directives of 
World War II regarding the elimination of poten- 
tial NP casualties reflected a rather static view of 
personality functioning and implied an attitude of 
pessimism carried over from the era when more 
emphasis was laid on constitutional predisposition as 
the major factor in contributing to emotional break- 
down. Like Dr. Berlien, a great many of us are 
wiser now for our experiences in World War II 
when it was brought forcefully home to us that we 
have no crystal ball that will enable us to predict 
with any degree of accuracy how a man will react 
to future stresses in military service. The now more 
prevalent and more hopeful view of personality 
emphasizes the emotional supports that many men 
do find in the military setting, and which operate to 
enable them to stand up under stress far better than 
might have been thought possible on the initial 
screening examination. 

Dr. Berlien’s data have particular relevance to re- 
cruit training where a period of closer scrutiny is 
possible. From: my own experience of some 3 years 
at recruit training centers, both during and after 
World War II, I would agree heartily that the role 
of the psychiatrist has to be restructured if he is to 
assure that the psychiatric cripples will be eliminated 
and the borderline cases utilized rather than re- 
jected. When the psychiatrist in this setting occu- 
pies himself throughout the day with mere screen- 
ing, he not only finds it is rather sterile and la- 


borious work, but suffers a shortening of his focus 
and soon cannot see the woods for the trees. A more 
productive role follows when he occupies himself 
with what is going on between recruits and their 
company commanders, with discovering the why of 
good or bad morale in order to apply corrective 
measures. The psychiatrist who estranges himself 
from his fellow medical officers, from the line 
officers, and from the chief petty officers or drill 
sergeants, and keeps himself couped up all day doing 
screening only, is a poor practitioner of mental hy- 
giene or psychiatric epidemiology. There is a con- 
siderable body of evidence to support the view that 
the psychiatrist functions most effectively when he 
focuses his attention on all the problems of the edu- 
cation, morale, discipline, and leadership of men 
new to the military service, and on all else that is 
important in keeping a man performing his military 
duties most effectively. 

Just as the efficacy of a therapist seems to be in- 
timately related to the degree of confidence and 
enthusiasm with which he regards the type of psy- 
chotherapy he uses, so also is the attitude of the 
examining psychiatrist toward military service com- 
municated, albeit unwittingly, to the man being ex- 
amined. Pessimism as regards the outcome of a par- 
ticular psychiatric therapy is almost contagiously 
transmitted to the patient. In Dr. Berlien’s classifi- 
cation of poor, fair, and good screening, he testifies 
to the marked variation in the attitudes of various 
psychiatrists to the problem of fitness for military 
service. The ability of the individual screening team 
member at an induction center, or at a recruit train- 
ing center, cannot be discounted. Furthermore, the 
“operational matrix” of a particular psychiatrist, his 
personal feelings and level of adjustment, enter into 
the effect his contact has on the trainee or the re- 
cruit. It seems to me that oftimes people are dis- 
charged from military service under the guise of a 
“permissive attitude” on the part of the psychiatrist, 
when this is actually a reflection of his own passive- 
aggressive protest against his feeling of obligated 
service. We would be naive to think that exclusion 
or rejection from military service is accomplished by 
unmixed feelings of pleasure and satisfaction on the 
part of the man so handled. We have frequently 
interviewed men who were discharged shortly after 
induction or enlistment, and who have subsequently 
reacted with considerable guilt, self-doubt, and anx- 
iety. My own observations, moreover, have noted 
an unfortunate attitude of some psychiatrists during 
World War II in naval training stations who were 
rejecting say 3% of all recruits on initial screening 
and looked down their noses at their colleagues else- 
where who were rejecting only half as many. 

In these days of tight budgets, great attention is 
being paid to making everyone conscious of materiel 
cost, which affects our pocketbooks. It is not un- 
likely, however, that such an emphasis may operate 
unfavorably on personnel cost consciousness. Cer- 
tainly, it is a common observation these days that 
psychiatrists (and physicians in other specialties) 
who are new to the armed forces have a tendency to 
wastefulness in disposing of NP cases, as if we had 
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a bottomless barrel of manpower. There is danger 
of repeating the mistakes that so many of us made 
during the early years of World War II. Therefore 
it behooves thoss of us who have learned our mili- 
tary psychiatric lessons by bitter experience to see 
to it that there will not be another generation of 
psychiatrists who will grow up in ignorance of 
what two world wars have taught us. 

In my own later experience in military hospitals, 
I have been impressed by the fact that it is a rarity 
to find a patient who has previously been seen by a 
psychiatrist in other than a very brief screening pro- 
cedure. Current practice in naval training centers 
now emphasizes more of the therapeutic than the 
diagnostic orientation, and it is our impression that 
this change of emphasis will appreciably reduce the 
number of psychiatric breakdowns in the service. 
This mental hygiene orientation operates to provide 
support to the recruit and to assist him in the reso- 
lution of the transient problems of adjustment to a 
new situation. In the borderline cases, the mere fact 
of going to the psychiatrist and being found well 
enough to go back to the company and continue 


training is very much like receiving a certificate 
stating that you have “all of your marbles.” At 
least, this is the way many recruits have phrased it. 
Ofttimes it clarifies their status as men, takes the 
element of doubt from sexual adjustment, and fa- 
vors their acceptance by other members of the 
group. It has seemed to me that at this early time 
in a man’s military career the first evidence of per- 
sonal interest and friendly concern by an Officer with 
authority aids in his identification with the service, 
and promotes a better adjustment. Another factor 
often not sufficiently appreciated is the effect of 
national attitudes that we are all aware of. Just so 
long as the attitude prevailed that the Korean war 
was only a police action, there was a notable lack 
of patriotic fervor among men coming into the serv- 
ice. This attitude might make a tremendous differ- 
ence as compared with the attitudes during World 
War II, where we felt considerably more defensive 
initially, since we had been attacked at Pearl Har- 
bor. In conclusion, I want to express my admiration 
for a job well done and one that should make a sig- 
nificant contribution to military psychiatric practice. 
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THE COMMITMENT AND SUICIDE OF KING LUDWIG II 
OF BAVARIA? 


LEO ALEXANDER, M.D.,? Boston, Mass. 


Psychiatric diagnosis and treatment of the 
great and near-great in public life is always 
beset by difficulties. These difficulties are 
usually based on public reluctance and re- 
sistance to accept the diagnosis, and resulting 
hesitancy on the part of the authorities re- 
sponsible and the psychiatrists in charge to 
institute proper management and treatment. 

It should be of current as well as of his- 
toric interest, therefore, to review the case 
of the commitment of an important person- 
age that ended disastrously. Not only did 
the patient, Ludwig II, King of Bavaria, 
commit suicide, but he also murdered his 
psychiatrist, Dr. Bernhard von Gudden, pro- 
fessor of psychiatry at the University of 
Munich, formerly professor of psychiatry at 
the University of Zurich, and physician-in- 
chief of the famous Burghoelzli Hospital. 

The source of the difficulties in the com- 
mitment and proper management of the King 
was in part the lack of general recognition 
of the King’s insanity. This resulted in in- 
sufficient cooperation of his personal and 
military staff, insufficient preparation for his 
confinement, and hesitancy of those in charge 
in taking the right measures owing to the 
patient’s rank. 

King Ludwig came from a family in which 
paranoid and depressive psychoses have been 
remarkably numerous. His grandfather, 
King Ludwig I, while not overtly psychotic, 
had displayed marked traits of grandiosity 
that—because of certain situational aspects 
of the time—fitted into the social and politi- 
cal developments of the day and thus for 
some time did not look too extraordinary, 
although they definitely were. He aimed to 
make Munich a second Louis XV-style Paris, 
attracted artists to his Court, built impressive 
castles, and finally imitated his shining ex- 
amples—the great Bourbons of France—by 


1 Read before The Boston Medical History Club, 
March 1, 1954. 

2 Instructor in psychiatry, Tufts College Medical 
School, and Director of the Neurobiological Unit 
and Research Clinic, Division of Psychiatric Re- 
search, Boston State Hospital. 
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elevating his mistress, the famous Lola 
Montez, to the status of a latter-day Madame 
Pompadour, He gave her authority to hire 
and fire Prime Ministers—her protégés being 
jocularly referred to as “Lola Ministers” by 
the public. He was finally deposed and 
forced to abdicate in favor of his son, Maxi- 
milian II, in 1848. 

Ludwig II, succeeded his father, Maxi- 
milian, in 1864, at the age of 18 years. He 
first followed his father’s moderate policies 
which included a policy friendly to Austria 
and hostile to Prussian domination. How- 
ever, after the defeat of Austria in 1866, 
Ludwig II became violently pro-Prus- 
sian and shortly thereafter anti-Catholic 
although he himself was Catholic, and anti- 
Socialist as well. The dogma of the infalli- 
bility of the Pope in spiritual matters 
promulgated in 1870 is said to have con- 
tributed to his growing anti-Catholicism. In 
1871, King Ludwig expelled the Jesuit order 
from Bavaria, and in 1873 also the Re- 
demptorist order. In 1879 he introduced 
the North German Criminal Code into Ba- 
varia. He offended Bavarian local patriots 
as well as the Catholics and the Socialists 
but retained the support of the anti-Catholic, 
pro-Prussian, then quasi-progressive-appear- 
ing group—the so-called ‘“Kulturkampf” 
group who in a way were the forerunners 
of the Nazis. 

It seems apparent that paranoids like the 
way the Prussians do things—it seems to 
simplify matters. However, the King grew 
more difficult to handle, even for his ad- 
herents. He became increasingly grandiose, 
requested vast sums of money for the ac- 
cumulation of art treasures and for building 
fantastic castles patterned after romantic 
Wagnerian notions which fitted into his ar- 
tistic and political tastes. He offended the 
citizens of Munich by having certain per- 
formances of Wagnerian opera presented 
for him only, with everyone else excluded 
from the theatre, since he wanted to savor the 
enjoyment of being the sole spectator. The 
King became very much attached to the com- 
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poser, Richard Wagner, and allowed him a 
great deal of influence at Court; this led to 
Wagner being nicknamed “Lolus” by the 
population of Munich. He became unpre- 
dictable in dealing with his Cabinet, per- 
emptory and arrogant with his ministers and 
the legislature, frequently going off for pro- 
longed periods of solitude to one of his 
castles, not communicating with anyone, and 
thus paralyzing the normal operations of 
government. During these periods he would 
sometimes consent to see his ministers in 
some remote mountain fastness, where, at 
the appointed hour he would make a dra- 
matic entry on horseback, sign whatever 
paper he was required to sign, and disappear 
again. It is probable, however, that his ex- 
travagant demands for funds were the main 
cause for the belief in government circles 
that the King was mentally sick and that 
his mental illness prevented him from exer- 
cising his duties of government. His arro- 
gance, extravagance, and _ unpredictable 


moods in dealing with his Cabinet minis- 
ters were also gradually recognized as symp- 
toms of mental aberration or illness, and 
steps were being considered to remove him 


from the throne. Professor Gudden was 
consulted and he confirmed the correctness 
of this supposition from the psychiatric point 
of view. Subsequently a commission was ap- 
pointed composed of four psychiatrists, Drs. 
Gudden, Grashey, Hagen, and Hubrich. This 
commission met on June 7 and 8, 1886, in 
Munich and evaluated a mass of documen- 
tary evidence, including sworn statements 
from people who had dealings with the King. 
The commission arrived at the unanimous 
decision that the King was insane and in- 
capable of carrying out the proper operations 
of government. The diagnosis was what was 
then called “primary insanity” and would 
now be called paranoid psychosis. 

Since the King was prone to take forceful 
action, and his decisions were unpredictable, 
physical preparations to make a castle suitable 
for his confinement could not be initiated 
until the establishment of a regency. On the 
other hand, it was considered equally dan- 
gerous to wait until after the proclamation 
of the regency which was planned for June 
10; therefore it was decided that the com- 
mission should proceed to Neuschwanstein 


Castle, where the King was staying at the 
time. On Wednesday, June 9, 1886, the com- 
mission, augmented by assistant medical per- 
sonnel and a number of skilled male nurses, 
and acconipanied by certain representatives 
of the government, went on its way. It was 
planned that they should proceed to Neu- 
schwanstein, initiate the commitment and 
confinement of the sick King, then return to 
Munich on June 14 and make a report to 
Parliament on June 15. The legislature was 
then to sanction the decision and the action 
undertaken. 

News of the commission’s arrival, how- 
ever, leaked through to the King. He rapidly 
mobilized the gendarmerie and the fire de- 
partments of several surrounding communi- 
ties thus augmenting his castle guard which 
was commanded by his equerry, Lt. Colonel 
Freiherr von Washington, and decided to 
meet the commission with force. When the 
commission arrived at Neuschwanstein 
Castle, the guard, thus reinforced, refused 
them entry. Negotiations were to no avail. 
While no force was actually used, the guard 
made it plain that it would not hesitate to use 
force, if necessary. Since the commission 
had arrived without military escort in order 
to show respect for the King, and in order 
to eliminate any and all semblance of coer- 
cion, the commission then returned to Ho- 
henschwangau for further consultations, 
without its purpose having been accom- 
plished. 

Shortly thereafter a detachment of gen- 
darmes appeared in Hohenschwangau, com- 
manded by a sergeant. They surrounded the 
building where the commission was staying 
and placed all its members under arrest. The 
sergeant showed an order signed by the King 
in his own hand to the effect that all persons 
who had tried to enter Neuschwanstein 
Castle were to be arrested and brought back 
under guard to the castle. The commission 
included as members, apart from the psychi- 
atrists enumerated above, the Minister of 
Foreign Affairs, Freiherr von Crailsheim, 
Graf Holnstein, Graf Toérring, and several 
other government officials. The commission 
remonstrated to the sergeant that he was not 
authorized to carry out the arrest since he 
had no legal warrant; he also was shown a 
document certifying that Prince Luitpold 
had already assumed the regency. All this 
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had no effect. The gendarmes remained un- 
approachable to all such arguments, and since 
they obviously insisted on carrying out their 
order—if necessary by force—the chairman 
of the commission, Freiherr von Crailsheim, 
and Counts Holnstein and Torring decided 
that they would submit to the arrest and re- 
turn to the castle. When they arrived they 
were confronted with large numbers of gen- 
darmes and firemen, and were locked in small 
isolated rooms in the gatehouse. After a 
short while the other members of the com- 
mission were brought there also with the ex- 
ception of one, namely Legation Secretary, 
Dr. Rumpler, who had been missed by mis- 
take and was therefore free to contact Mu- 
nich. A tense and anxious wait then ensued, 
lasting several hours. What transpired while 
the members of the commission were locked 
up under military guard is of particular in- 
terest. The official report of the King’s 
equerry in command of the guard, Colonel 
von Washington (quoted from Grashey ) (2) 
contains the following note: 

A number of Royal orders concerning the fur- 
ther fate of the persons arrested and imprisoned— 


not suitable for communication because of their 
incredible content—remained unexecuted. 


These partly conflicting orders, not included 
in the official report, were(1,2,3,4,5): to 
skin the members of the commission alive ; to 
scalp them, cut off their tongues and hands, 
and then to flog them to death; to put out 
their eyes, place them in heavy chains, and 
then to fling them into a deep dungeon to 
starve to death. 

It is of interest that not until these pre- 
posterous orders were given did the ‘“ing’s 
entourage and the members of his guard, as 
well as the gendarmerie, become aware of the 
King’s mental illness. Apparently his belief 
that political enemies were after him had 
somehow induced a belief in his followers 
that he was a truly persecuted man; con- 
sidered thus in the light of justified self- 
defense, the King’s actions did not seem too 
unreasonable to them. The natural loyalty 
of the King’s soldiers made them overlook 
his serious illness. The local rural population 
likewise was favorably disposed toward the 
King and regarded him as unjustly perse- 
cuted. 

The commission found itself powerless to 
remonstrate with the military because of this 


attitude of the local population. It was later 
reported that the population near Castle Lin- 
derhof which had originally been chosen for 
the King’s confinement had also become 
emotionally stirred up on the side of the sick 
King. Later the captain of gendarmes at the 
castle told a member of the commission that 
if the King had merely given an order to 
shoot the members of the commission they 
would have unquestionably carried out this 
order ; it was the preposterousness of the ac- 
tual order as mentioned above that found 
them unprepared, stunned, and anxious to 
communicate with the government in Munich 
before taking any action. Nevertheless it 
took several hours of deliberation among the 
captors before they made this decision. 
After a number of hours official informa- 
tion that the setting-up of a regency and the 
retirement of the King had been legally pro- 
claimed was received, but it remained for the 
personal intervention of the County Com- 
missioner of Hohenschwangau County to 
bring the gendarmes to reason and to effect 
the liberation of the members of the commis- 
sion who then returned to the old castle in 
Hohenschwangau. It was now the afternoon 
of Thursday, June 10. Later that evening 
Professor Gudden returned to Munich in 
order to discuss further steps at a meeting of 
the Council of Ministers called for Friday, 
June 11. It was then decided that Castle Lin- 
derhof likewise was not a suitable place for 
the commitment of the King because of the 
excited state of the local population. This 
fact also made it inadvisable to leave the King 
at the Castles of Neuschwanstein or Hohen- 
schwangau. It was therefore decided to bring 
the King to Castle Berg on Sternberger 
Lake. The King was to leave Neuschwan- 
stein Castle on Saturday, June 12, at 4 a.m. 
Relays of horses were arranged for his jour- 
ney by Royal carriage. Doctor Grashey was 
hurriedly dispatched to Castle Berg with a 
team of attendants and male nurses on Fri- 
day evening, June 11, to make ready a suit- 
able apartment for the King, to carry out the 
necessary security measures such as effective 
protection of windows, and to make arrange- 
ments for continuous supervision of the King 
throughout the apartment he was to occupy. 
Professor Gudden left for Neuschwanstein 
Castle on Friday afternoon, June 11, at 
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4 o'clock, accompanied by an assistant physi- 
cian, a number of male nurses, and a captain 
of gendarmes, the latter being included to 
give orders to the local gendarmerie at Neu- 
schwanstein to keep them from interfering. 
Gudden was supposed to inform the King of 
the decisions made and to persuade him to 
move to Castle Berg, where he was scheduled 
to arrive at 12 noon on Saturday, June 12. 
During Saturday afternoon, Sunday, and 
Monday the entire medical attendance and 
supervision of the King were to be defini- 
tively organized. It was thought that Pro- 
fessor Gudden, on whom responsibility for 
all arrangements had been placed, would then 
be free to return to Munich on Monday 
evening. 

Professor Gudden was fully aware of the 
difficulties confronting him. He had to face 
the possibility that he might, upon his return 
to Neuschwanstein Castle, find the King no 
longer alive. The threat of deposition 


brought home to him by the arrival of the 
commission might have driven him to sui- 
cide. It was known that the King tended to 
react with impulsive threats of suicide when- 


ever he was frustrated. Dr. Gudden also had 
to face the possibility that he might have to 
use force to bring the King to Castle Berg 
and that during the journey, which was to 
take at least 8 hours, an aroused and excited 
populace might set the stage for unpleasant 
and dangerous scenes. Furthermore, he had 
to test, approve, and put into effect all the ar- 
rangements and procedures for the manage- 
ment and treatment of the sick King at Cas- 
tle Berg within a period of only 2 days, after 
which Dr. Gudden would have to return to 
Munich. He thought that the first 2 parts of 
his task would be the most difficult ones ; as 
it turned out it was the third part which led 
to his own and the King’s death. 

Gudden arrived at Hohenschwangau on 
Saturday morning at I a.m., that is 3 hours be- 
fore the scheduled departure for Castle Berg. 
Upon his arrival at the castle with his assist- 
ant personnel the King’s valet met him in a 
state of great excitement, telling him it was 
high time that something was done, because 
the King was very excited, had been drink- 
ing a great deal of rum, and had just now 
asked for the key to the tower of the castle, 
obviously with the intent of plunging to his 


death from its heights. The valet also stated 
that it would be unwise to attempt to enter 
the room of the King because in that case the 
King would certainly jump from one of the 
balconies into the abyss below. Gudden told 
the valet to bring the key to the tower to the 
King, after posting a number of male nurses 
on the foot of the stairway inside the tower. 
Dr. Gudden and several attendants were 
posted under cover near the approach to the 
tower stairs. A short time later the King ar- 
rived. He unlocked the door to the tower ; as 
he entered, the group posted on the stairway 
blocked his path ; at the same time Dr. Gud- 
den emerged from behind him and thus the 
escape of the King was cut off on both sides. 
The King appeared surprised but immedi- 
ately regained his composure when Gudden 
introduced himself and asked him to return 
with him te his apartments. Male nurses 
were posted at all the windows and at the 
balcony doors. Dr. Gudden sat down next to 
the King and explained the situation to him. 
During the discussion between Gudden and 
the King, which lasted three hours, the King 
became calmer, declared that he was ready to 
start for Berg, and at 4 a.m. at the scheduled 
time, without offering any resistance, entered 
his carriage. The first part of the task ap- 
peared solved. 

In order not to hurt the feelings of the 
propitiously calmed King and not to excite 
him in the further course of this ticklish 
business, Gudden allowed him to travel alone 
in a locked carriage with only one male nurse 
seated next to the coachman. The remaining 
male nurses and one assistant physician trav- 
elled in the carriage ahead of the King. Dr. 
Gudden and the remaining staff followed in 
a carriage behind the King. The entire 8- 
hour trip went off without incident, and the 
King arrived at Castle Berg at 12 minutes 
past noon on Saturday, June 12. He was per- 
fectly calm ; conversing with Gudden he went 
to his usual apartments and followed all 
medical orders. Two males nurses were 
placed in the anteroom. Other male nurses 
took over the King’s personal service and the 
task of his continuous supervision while the 
King’s own servants were withdrawn. That 
afternoon the courtiers and equerries of the 
King arrived; after a joint consultation it 
was decided to bar the approach to the one 
deep part of the lake which was used as a 
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mooring, by closing an arborway leading to 
the landing. The remainder of the lake, 
which bordered on the most attractive foot- 
path of the park was considered not dan- 
gerous because the shore was very flat and 
one could walk about 30 yards into the water 
without losing ground. Gudden, furthermore, 
was no longer seriously concerned about the 
King’s being suicidal. He had noticed that 
the King was quite anxious, very much con- 
cerned for his life, seemed afraid of weap- 
ons; Dr. Gudden thought that the King 
would consider suicide only if he were al- 
lowed to gt very excited, especially because 
he would then tend to take large amounts of 
rum and other alcoholic beverages which 
would render him capable of any unpredicta- 
ble impulsive act. Gudden therefore felt 
that the best strategy was to be most con- 
siderate and deferential to the King to pre- 
vent all excitement and excessive use of al- 
coholic beverages. He also felt that it was 
necessary to help the King out of his isola- 
tion and withdrawal, to encourage him to 
take regular walks with his physician or 
equerries, to increase his interest in daily oc- 
cupations, to watch him during the day and 
to let him sleep at night. 

Sunday morning, architects arrived to pre- 
pare safeguards for the windows on the sec- 
ond floor. They were also asked to come to 
the Psychiatric Hospital in Munich on June 
15, for suggestions for architectural changes 
at Castle Berg, especially for improving 
safety and ease of supervision of bathrooms 
and corridors. 

The King had spent a calm and restful 
night. On Sunday morning, June 13, Gudden 
visited him. During the entire conversation 
the King was calm and very friendly. On 
this occasion Dr. Grashey was introduced to 
him by Gudden. It was planned that the King 
and Gudden would take a walk through the 
park on Sunday morning at 10. The ini- 
tiative for this walk came from Gudden, not 
from the King. There was a light drizzle 
and the King asked for his overcoat and um- 
brella and then went to the park with Gud- 
den. Dr. Grashey went into the anteroom of 
the King and watched the progress of the 
walk from the window. The King and Gud- 
den walked along a path which followed at 
a distance of about 50 yards the flat shoreline 


of the lake. This path came closer to the lake 


gradually toward its end, where it offered an 
unobstructed view of the entire lake. A gen- 
darme walked ahead of Gudden and the King. 
The King and Gudden walked fairly slowly, 
conversing; about 30 paces behind them 
walked two attendants. One of these was an 
experienced attendant by the name of Hack. 
After a short while Dr. Grashey noticed that 
Gudden turned around and made a gesture 
with his hands toward the attendants. This 
gesture obviously meant that they should keep 
greater distance. The attendants appeared to 
understand, paused for a while, and then fol- 
lowed at a more respectful distance. Dr. 
Grashey watched from the window until the 
promenaders disappeared behind trees. He 
thought that the gendarme walking ahead 
was a bit awkward, but that the remainder 
of the arrangement seemed correct because 
if the King should make a leap for the lake 
the flatness of the shore would have pre- 
vented his getting into deep water before the 
attendants could reach him. 

The reason the path along the lake was 
chosen was obviously that this was the most 
scenic path in the park and the only one that 
was fairly level. This walk went off without 
incident. On his return Gudden gave a ré- 
sumé to his staff. He also announced that he 
planned another walk with the King at 4 
o’clock that afternoon. He gave the opinion 
that the gendarme should be omitted in the 
future because his presence had caused the 
King to become worried and suspicious. He 
had asked Dr. Gudden whether the presence 
of the gendarme meant that the socialists 
were expected to make trouble, and whether 
there was reason to fear that they might 
make an attempt on his life. Dr. Gudden felt 
that it would be wise to keep the attendants 
further behind so as not to alarm the King, 
and as much out of sight as possible. 

It was natural for Dr. Gudden to prefer 
such an arrangement since he had been one 
of the early pioneers on the European con- 
tinent of “no-restraint” in the treatment of 
mental patients. 

At dinner the King became quite friendly 
with his physicians and attendants. He tried 
to enlist them on his side in his plans to elude 
his enemies and to get away, believing his de- 
tention to be due to a political intrigue, of 
which he considered himself the victim. He 
obviously misjudged the entire situation and 
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showed no insight. He ate a hearty dinner, a 
fact later confirmed by the autopsy. 

Dr. Grashey returned to Munich that 
afternoon. 

The second walk scheduled for that after- 
noon was not started until 6: 30 p.m. It was a 
fairly bright day and still light. The same 
route was chosen. Two other male nurses 
were supposed to follow on that walk. One 
of them (Mauder), however, had gone for 
the King’s umbrella and only the other at- 
tendant (Schneller) heard Dr. Miiller’s in- 
structions, namely, that they should follow 
unobtrusively and as much out of the sight 
of the King as possible. The King was rather 
eager to take the walk, although he had not 
initiated it. He started out with great strides. 
The attendant, Mauder, ran after him with 
the umbrella and then continued to walk next 
to the King. When Gudden reached him 
shortly thereafter he told Mauder that no at- 
tendant should walk with the King, meaning 
that the order to follow at a respectful dis- 
tance should be carried out. Mauder, who 
had not been present at the briefing, took 
this to mean that no attendant should come 
at all and returned to the castle. He told Dr. 
Miiller who was then on duty at the castle 
that Dr. Gudden had given him the order 
that no attendants should come along. Dr. 
Miiller, perhaps preoccupied, merely said 
“all right.” Mauder then went downstairs 
where the attendant, Schneller, was prepar- 
ing to follow along the path. Mauder told 
Schneller that Dr. Gudden had just ordered 
that no attendants should come along at all, 
whereupon both returned to the castle. In the 
meantime Dr. Gudden and the King contin- 
used their fateful walk. Dr. Miiller did not 
observe the walk from the castle windows as 
Dr. Grashey had done in the morning, but 
left the castle to keep a dinner engagement 
at the villa of Colonel von Washington. The 
tragedy which then ensued could only be re- 
constructed by inference from the last known 
conversation of the King, from the foot- 
prints in the wet ground at the site of the 
tragedy, and from the markings and the po- 
sition of the bodies of Dr. Gudden and the 
King. 

At and after dinner the King wanted to 
win over his physicians and attendants to his 
plan of liberation from his assumed enemies. 
He planned to abdicate after regaining his 


freedom and to take up residence in a for- 
eign country. It is therefore very likely that 
the King did not start out on his afternoon 
walk with definite suicidal intent, but quite 
possibly with the idea of making a getaway. 
It seems that the thought of precipitous 
flight may have occurred to the King at the 
end of the path along the lake when Gudden 
must have suggested that they turn about and 
return to the castle. It is probable that the 
King objected and requested Gudden to help 
liberate and save him. Gudden no doubt did 
what every psychiatrist would have done in 
the circumstances, namely, try to soothe and 
distract the patient and not let him get ex- 
cited. However, the King became excited, 
apparently dropped his idea of flight and de- 
cided on suicide instead. It had been the 
known habit of the King to explode with sui- 
cidal threats whenever an impulsive demand 
of his was refused. This is not too uncom- 
mon a reaction in paranoid patients, a sort of 
self-destructive temper tantrum. 

The physical findings, namely, the foot- 
prints and the condition of the bodies, allow 
the following reconstruction of events: 

When the King and Gudden came to the 
end of the path where it comes closest to the 
lake, the King suddenly ran down toward the 
lake, as clearly revealed by his footprints in 
the wet ground. Gudden ran first a few steps 
back, obviously looking for the attendants 
who he believed were somewhere in the vi- 
cinity. Not finding them he turned and ran 
after the King. It is likely that Gudden, a 
man 62 years of age, and of relatively small 
stature, in following the powerful, 40-year- 
old, muscular and athletic King who was 191 
cm. tall and weighed 240 pounds, believed 
that the attendants were somewhere in the 
vicinity and would come to his aid. Sixteen 
yards beyond the shore, still in shallow water, 
Gudden reached the King and a struggle en- 
sued, attested by numerous tracks on the 
sandy floor of the lake. Gudden must have 
held on to the King’s overcoat and coat with 
such force that one of the fingernails of his 
right hand was torn off. The King then 
slipped out of both coats and turned upon 
Gudden. He struck Gudden with his left fist 
on the right forehead where a large contusion 
was found, then grabbed him with his right 
hand by the nape of the neck, imprinting his 
fingers deep in the right side of Dr. Gud- 
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den’s neck between the throat and the sterno- 
cleidomastoid muscle, held his head under 
water until Gudden was unconscious, and 
left him to drown. His body was found in 
shallow water near the point of struggle. 
From this point the King’s footmarks lead 
25 yards further into the lake to a spot where 
the water is only 1 meter and 28 cm. deep. 
Here he abandoned his stance on the ground, 
although he could still have stood upright 
here had he wanted to do so. It appears that 
the King must have let himself sink here to 
drown by holding his head under water, face 
downward. His body then drifted 29 yards 
beyond the place where the last of his foot- 
prints were seen, leaving a line on the lake 
floor made by the tips of his feet dragging 
on the ground. 

In retrospect one might say that apart 
from the critical error in not sufficiently in- 
doctrinating all the attendants who were to 
cooperate in this very considerate treatment 
of the King, with its studied and hazardous 
appearance of freedom from obvious re- 
straints, the major cause of the disaster per- 
haps was the basic attitude of making special 
concessions to a highly placed patient. All of 
us have had the experience that such ar- 
rangements frequently misfire. The improvi- 
sation of setting up a one-patient mental hos- 
pital in a castle within a park adjacent to a 
large lake was probably doomed to failure 
from the beginning. Removal of the King to 
a well-organized and well-staffed mental hos- 
pital would probably have been the better 
course. It is very difficult to combine effec- 
tive management and treatment of mental ill- 
ness with dependence on the patient’s own 
judgment. After all, the basic reason for 
commitment is the expert’s finding and con- 
clusion that the patient does not have suf- 
ficient independent judgment to carry out his 
affairs in his own best interests. Perhaps a 
good many other suicides of highly placed 
persons were not prevented because the same 
error was made as in the case of the sick 
King of Bavaria. 

We might speculate in this connection 
whether the suicide of an important political 
personage in this country might have been 
prevented had he been placed in a locked 
ward instead of a special room, adapted not 
to his clinical status as a mental patient, but 


to his exalted status in private life. Perhaps 
the democratic way of dealing with mental 
patients as equals of each other is the best in 
the long run; it certainly is the smoothest 
and most efficient way of dealing with the 
patient in his own best interests. I am re- 
minded of an experience during the recent 
war when as a newly activated medical officer 
I was faced with admission to the ward of a 
suicidal Major-General. One of my assist- 
ants, a lieutenant, called our commanding 
officer, a regular Army Colonel, to ask him if 
there were any special things we were to do in 
the circumstances. The colonel curtly replied : 
“Take off his uniform and you will outrank 
him.” This was promptly done and the pa- 
tient made an uneventful recovery under the 
right form of treatment in a ward which 
contained all ranks and which provided the 
best treatment facilities that the Army can 
provide. I believe that our specialty is diffi- 
cult enough without allowing for improvisa- 
tions. We must set up treatment facilities 
suitable for all with an equal degree of 
protection and efficiency. 

Another hazard which brought the psy- 
chiatrists in this case into a situation where 
they all narrowly escaped being killed was 
the failure of popular recognition that the 
King was mentally sick. Such recognition 
did not unequivocally come about until the 
King issued a preposterous command, namely 
to skin the psychiatrists and the other mem- 
bers of the commission alive, and to inflict 
other atrocities upon them. The captain of 
the guard would have shot them, if ordered 
to do so ; but he was unprepared for the type 
of execution that the King’s paranoid fan- 
tasies demanded. It is important to realize 
that in other settings and at other times the 
King’s order might not have been regarded 
as proof of insanity. This fact, tragic in its 
implications for the progress of civilization, 
has been brought home to us even in our own 
time. The eventual recognition of the King’s 
condition indicates what has always been the 
popular criterion of insanity. I believe that 
the average lay person and the average jury 
recognize insanity by the same criterion 
which Aristotle and Lessing regarded as the 
criterion of good drama, namely by its ca- 
pacity to arouse awe and pity. Apparently 
insanity, like the drama, is convincing only 
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if it arouses awe and pity. This, of course, 
is basically dependent on the capacity of the 
public to be awed and to feel pity. The av- 
erage lay person, including the average mem- 
ber of a jury is prepared to recognize mental 
illness only if the preposterousness of the 
symptoms arouses awe and the emotional 
suffering and the resulting quandary of the 
culprit arouse pity. I have found that in 
such cases insanity is readily accepted by 
such people as prison guards, jurors, judges, 
and even district attorneys. When the insane 
act is not sufficiently preposterous to arouse 
awe, and the suffering of the individual not 
sufficient to arouse pity, no amount of scien- 
tific conviction on the part of the psychiatrist 
that the M’Naghten rule should apply, can 
enveigle the jury to recognize insanity. It is 


therefore urgent to foster a more intellectual 
rather than purely emotional understanding 
of what constitutes insanity, in order to im- 
prove our ability to protect the public, our 
patients and, incidentally, ourselves in the 
execution of our duty as psychiatrists. 
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During and following a course of electro- 
convulsive therapy, the patient commonly 
complains of an inability to remember pre- 
viously familiar experiences, when this 
symptom is not present prior to treatment. 
This amnestic syndrome has been discussed 
by Hoch and Kalinowsky(1), Rapaport(2), 
Cameron(3), and Wilson, et al.(4), and re- 
cently investigated by Janis(5, 6, 7) and Kral 
and Durost(8). Usually it is considered an 
“organic” reaction which clears spontane- 
ously within a few weeks. Although there 
have been attempts to prevent or relieve these 
symptoms by varying the E.C.T. procedure 
(9), the author is unaware of any other at- 
tempts to relieve them once formed. 

This preliminary study of 21 patients is 
concerned with what can be learned by inter- 
view (with and without sodium amytal) of 
the nature of this syndrome and its relation 
to clinical improvement following E.C.T. In 
particular, it demonstrates that at least some 
of the post-shock memory loss is frequently 
relieved during amytal interview. 


METHOD 


All patients interviewed were hospitalized 
because of acute psychotic episodes. The only 
prerequisite for study was that the patient 
suffered memory loss during or following a 
course of E.C.T. The interviewer had no pre- 
vious detailed knowledge of the case. There 
was no attempt to choose patients in a par- 
ticular age group or diagnostic category. 

The diagnosis (taken from the files follow- 
ing interview) in 14 of the 21 cases was 
schizophrenia (9 paranoid, 1 catatonic, 4 
“mixed” ). Four were manic-depressive psy- 
choses; one was classified schizo-affective 
psychosis, one involutional melancholia, and 
one “endogenous depression.” There were 10 
males and 11 females, with an age range from 
28 to 72. The average time in hospital prior 


1 From the Crease Clinic of Psychological Medi- 
cine, Essondale, B. C., Canada. 

2 McLean Hospital Research Laboratories, Wa- 
verly, Mass. 
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to interview was 5 weeks. For 13 of the pa- 
tients this was the first hospital admission. 
Of the 8 who had been previously hospital- 
ized only 3 were known to have had E.C.T. 

Prior to interview, each patient had re- 
ceived between 3 and 20 (average 9) shock 
treatments, usually given on a 3-per-week 
schedule. In all cases the Rahm apparatus 
had been used, with bitemporal application of 
60-cycle alternating current from 110 volt 
commercial circuit, resulting in grand mal 
seizure. In 10 cases E.C.T. had been given 
on the day before interview, while the others 
were interviewed from 2 to 20 days after 
treatment had been discontinued. 

At time of interview only 5 of the 21 pa- 
tients were classified as psychotic by their 
attending psychiatrists, that is, definite im- 
provement had occurred in 16 cases. How- 
ever, all complained of memory defects. In 
addition, half of the patients showed some 
confusion and disorientation for time, place, 
or person. All were clinically of at least aver- 
age intelligence. 

Each patient was interviewed for one hour _ 
prior to receiving amytal. First, an attempt 
was made to delineate a few definite areas of 
amnesia, rather than its exact extent. Inquiry 
centered only about specific issues that could 
be verified from the files, and about which 
precise knowledge would be expected, such 
as the approximate date, the patient’s age, 
birthdate, marital status, and the number of 
children. In addition, where the patient could 
not recall the events leading to his admission 
to hospital (17 cases), he was encouraged to 
do so. When 5 or 6 specific items or events 
had been established as forgotten, the patient 
was encouraged to remember. No hints were 
given, but the temporal and logical sequence 
of events was stressed. If the patient an- 
swered incorrectly, no comment was made, 
and another topic was approached. 

Questions were repeated at least 5 times, 
and usually 15 to 30 times, with constant en- 
couragement to recall. Under such conditions 
it became necessary to prevent the interview 
from becoming an inquisition. “he inter- 
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viewer explained that the patient’s amnesia 
was common following treatment and that it 
would clear spontaneously with time. 

After one hour of intensive interview 
without amytal, when the patient had estab- 
lished that he could not recall 5 or 6 specific 
items, 0.5 gm. of sodium amytal was admin- 
istered intravenously over a period of 5 to 15 
minutes. In only half of the cases was the 
patient told that the purpose of the injection 
was to help him to remember, but in all cases 
this seemed to be the patient’s interpretation. 
The rate of injection was determined by the 
individual response in terms of drowsiness 
and slurred speech. Questioning was then re- 
peated for another hour on the specific items 
previously established as forgotten. 

As closely as possible, the same technique 
and order of questioning was used. Most pa- 
tients were quite resistive to questioning 
while first coming under the effects of the 
drug, but appeared more cooperative and 
verbalized better after being allowed to sleep 
for 5 minutes. 

The patient was seen again within 24 hours 
of the interview to determine how much of 
the interview had been retained. 


RESULTS 


Three types of response in terms of “recall 
ability” were observed: Group I—No im- 
provement with or without amytal (4 cases) ; 
Group 2—Improvement without amytal (2 
cases) ; Group 3—Improvement with amytal 
(17 cases). 

Group 1.—Of the 4 patients showing no 
improvement in recall, all were still con- 
sidered by their attending psychiatrists to be 
acutely psychotic at time of interview. 

Group 2.—In 2 cases before amytal was 
given it was found that, although the patient 
was at first apparently unable to remember, 
on repeated questioning and encouragement, 
the item could be fully recalled. Both pa- 
tients, however, remembered more during the 
amytal interview which followed. 

Group 3.—Seventeen cases demonstrated 
improvement in recall under amytal. Eight 
of these made the distinction (while under 
amytal) between inability to verbalize and in- 
ability to remember. They pointed out that 
although there were several events recalled 
only under amytal, there were some events 


actually remembered pre-amytal which had 
not been verbalized for one or more of the 
following reasons: 

(1) Commonly certain things were re- 
called only vaguely. Not wanting to make 
an error, the patient solved the problem by 
answering “I don’t remember.” 

(2) Certain occurrences were tied up with 
general feelings of unreality and, since he 
was now improved and “mistrusting” these 
impressions, the patient was hesitant to de- 
scribe any of the experiences which occurred 
during his acute illness. 

(3) Some events the patient could recall 
quite clearly, but, as these were “unpleasant” 
to think of, they were not verbalized. 

(4) Occasionally the patient would fear 
that certain incidents, if verbalized, would 
make him appear “mentally ill.” He would, 
therefore, state that he had forgotten these 
issues, 

It should be emphasized that these are the 
reasons spontaneously given by the patients 
themselves, and not interpretations made by 
the interviewer. Inability to verbalize was 
associated only with events occurring during 
the time when the patient had been acutely 
disturbed. True inability to remember was 
in addition associated with other items, such 
as the date, the patient’s age, number of 
children, etc. 

In only 5 of the 17 cases were all of the 
items, established as forgotten in the pre- 
amytal interview, completely recalled during 
the amytal interview. In the other 12, be- 
tween 50% and 90% of the items established 
as forgotten were recalled during amytal 
interview. 

All were able to retain the material re- 
called under amytal for 24 hours and in the 
few patients seen from I to 4 weeks after in- 
terview, no loss occurred. 

The following case is an example of the 
true recall response under amytal. 


A 48-year-old man was brought to the hospital by 
the police after he had become acutely disturbed on 
a transcontinental plane flight. On admission he 
shouted many details of his family and business, ap- 
peared to be hallucinating, and refused to eat. After 
one week in the hospital, during which he received 
6 E.C.T., he became placid, relaxed and cooperative, 
but slightly euphoric. He knew his name, but not 
his age or the year. He did not know what country 
he lived in, did not think he was married, and knew 
nothing of any children. He had no idea of why 
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he was in the hospital. E.C.T. was discontinued and 
he remained in this state for 10 days. He was then 
interviewed. Repeated questioning during the pre- 
amytal interview did not produce any improvement 
in recall or orientation. Under sodium amytal he re- 
called his age and the date; he described his home 
and full details of his family. He spoke of being 
upset for several weeks, and described in detail his 
behavior on the plane and the events leading to his 
admission to the hospital. Following this he slept 
for 3 hours and on awakening retained all of these 
facts. Immediately he began to arjcar worried and 
somewhat depressed. Within 4 dv. he was in ex- 
actly the same hyperactive, grandiose, hallucinating 
state as on admission. During this period it was 
impossible to converse with him. Eleven days later, 
after 9 further E.C.T., he returned to the placid, 
slightly euphoric state of his previous remission, and 
again knew his name, but was totally confused and 
disoriented in all other respects. After 3 days of 
this behavior he was again interviewed. He did not 
recognize the interviewer nor recall any of the pre- 
vious interview. Intensive pre-amytal interview 
brought no improvement in orientation or recall. 
During the amytal interview, which foliowed im- 
mediately, he recapitulated all the facts of age, 
family, psychotic experience, etc., given in the amy- 
tal interview during the first remission. He again 
retained all of the material on awakening, and this 
time maintained his improvement, with full memory 
and orientation, for a 5-week period up to his 
discharge. 


In only one other case was recall under 
amytal followed by immediate exacerbation 
and return to psychotic and, in this case, sui- 
cidal behavior. In this case, however, after 
6 further E.C.T and improvement, there was 
no recurrence of the amnestic syndrome. 

All patients exhibiting recall under amytal, 
including the 2 mentioned above, appeared 
relieved at being able “to remember again” 
and anxious to discuss what had occurred 
during the development of the acute illness. 


DiIscussION 


This preliminary study was not formulated 
to determine under what conditions the pa- 
tient suffering postshock amnesia could re- 
call, but rather to determine whether recall 
was possible. In 17 of the 21 cases, recall 
did occur. 

These observations suggest the necessity 
for a reappraisal of what has heretofore been 
referred to as “postshock amnesia.” ‘This 
syndrome appears to be a complex situation 
in which: (1) The patient remembers, but 
does not verbalize certain things. (2) The pa- 
tient has truly forgotten certain things. (3) 


At least some of the true amnesia is re- 
versible. 

Any attempt to interpret these findings in 
“organic” or “functional” terms would be not 
only fraught with semantic difficulties, but 
decidedly premature, when so little is known 
of the effects of E.C.T. on memory or of the 
action of sodium amytal on the brain. 

It is not possible to conclude from this 
study that sodium amytal was directly re- 
sponsible for the improvement in recall. 
Further studies will be undertaken to deter- 
mine the required conditions for recall (e.g., 
the use of placebo injections, dexedrine, and 
interview under hypnosis). Also, amnesia in 
other “organic” categories will be studied 
with the above techniques. 

In the 2 cases described, the exacerbation 
which followed recall may have been tempo- 
rally coincidental. However, if they were 
causally related, it is possible that certain pa- 
tients may not be able to “handle” the ma- 
terial uncovered in the interview. On the 
other hand, the fact that 15 patients, ex- 
hibiting improvement in recall, appeared to 
benefit suggests the possibility of therapeutic 
use of the technique described. Immediately 
following a course of E.C.T, amnesia and 
confusion may prohibit active psychotherapy 
precisely at a time when the patient is im- 
proved, is in the hospital, and might benefit 
maximally. Recall with the technique de- 
scribed might solidify the recovery, as well as 
shorten the period of hospitalization. Most 
important, a simple technique is presented 
that may be applied to the more detailed 
study of memory and its relation to the 
psychoses. 


SUMMARY 


1. A preliminary study of 21 patients suf- 
fering postshock amnesia is reported. 

2. In 17 patients, much of the amnesia 
was relieved during interview with sodium 
amytal. The 4 patients showing no improve- 
ment in recall were stil! acutely psychotic at 
the time of interview. 

3. A reappraisal of the postshock amnestic 
syndrome is suggested, and a simple tech- 
nique is described for its study. 

4. Possibilities for the therapeutic use of 
the improvement in recall are discussed. 
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VENTROMEDIAL QUADRANT COAGULATION IN THE TREATMENT 
OF THE PSYCHOSES AND NEUROSES* 


HOWARD D. McINTYRE, M.D., FRANK H. MAYFIELD, M.D., anv 
AURELIA P. McINTYRE, M.D.,2 Cincinnati, Onto 


In 1950 Grantham(1) devised a new tech- 
nique for prefrontal lobotomy. In his early 
work he had come to the conclusion that sec- 
tion of the ventromedial quadrants was effec- 
tive for the relief of the pain of cancer. He 
also noted the advantage that such a section 
was usually not accompanied by confusion, 
nor was it followed by convulsions, profound 
personality changes, or intellectual impair- 
ment. His new operative technique for sec- 
tion of the ventromedial tracts by means of 
electro-coagulation constituted a distinct ad- 
vance in lobotomy procedure. This operation 
destroys a cylinder of white matter approxi- 
mately 2 centimeters in length and 2 centi- 
meters in diameter, in both ventromedial 
quadrants. Over the past 3 years Grantham 
has used this procedure in the treatment of 
mental disease as well as for the relief of 
pain in cancer. 

In a personal interview with Dr. Grant- 
ham, we correlated the results of the opera- 
tion, in our hands, with those obtained by 
him. There is close agreement in the end re- 
sults obtained by both of us. Recently, Dr. 
Grantham has analyzed the degree of clinical 
improvement in 32 patients, I to 4 years 
after operation. Twenty patients have shown 
practically complete relief from anxiety with 
improvement in their psychiatric symptoms 
as well as improvement in their social adjust- 
ment. Three cases have been classed as 
“cured” by the referring psychiatrist. It is a 
significant fact that in the group classed as 
failures, none had shown preoperative anx- 
iety and tension such as had been observed to 
a marked degree in the improved group. 

In the discussion of this group of 32 cases 
he pointed out the following advantages of 
the operation: (1) minimal cortical damage, 
(2) absence of post-operative convulsions, 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif. 
May 4-8, 1953. 

2From the departments of neuropsychiatry and 
neurosurgery of the Good Samaritan Hospital, 
Cincinnati, Ohio. 


(3) minimal or no intellectual impairment, 
(4) minimal personality change, (5) no uri- 
nary or fecal incontinence, (6) accurate 
placement of the electrodes in the ventro- 
medial quadrant by x-ray visualization, (7) 
minimal residual lesion consisting of a small 
cyst in the ventromedial quadrant. 

Grantham has performed the operation on 
150 patients, 73 for the relief of psychotic 
symptoms, 5 for the relief of neurotic symp- 
toms, 72 for relief of the pain of cancer. One 
of us (F.H.M.) has performed the operation 
on 48 patients. To date this operation has 
been performed on 200 patients. Since his 
earlier work, Grantham has modified one 
procedure in the technique, increasing the 
current time from 30 seconds to 45. He has 
performed a second operation on 13 patients 
and believes that the percentage of improve- 
ment in this group has increased following 
the second operation. 

Antedating Grantham’s results with ven- 
tromedial quadrant section Rylander(2), 
working with the patient under local anes- 
thesia, observed that in some instances psy- 
chiatric symptoms did not disappear until the 
ventromedial quadrant had been sectioned bi- 
laterally. We can confirm this observation on 
some of our patients who have been operated 
upon under local anesthesia. Their anxiety 
was relieved before they left the operating 
room. This fact was well emphasized by one 
of our most anxious patients, who expressed 
extreme anxiety before and during the opera- 
tion. Immediately after the second quadrant 
had been coagulated, she volunteered the re- 
mark, “That is strange, I am no longer 
afraid.” Both Rylander and Grantham op- 
pose section of fibres from the lateral portion 
of the cortex (neopallium) on the ground 
that such a section is followed by intellec- 
tual deterioration and adverse personality 
changes, whereas after ventromedial quad- 
rant section no intellectual impairment was 
observed. Adverse personality changes were 
minimal when compared with those observed 
after the more extensive lobotomies. 
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Over the past 15 years, largely because of 
the work of Fulton(3), Denny-Brown(4), 
and others, the knowledge has gradually 
emerged that the lateral portion of the 
frontal cortex (neopallium) is chiefly con- 
cerned with the intellectual functions such as 
memory, learning, and judgment, whereas 
the medial portion of the cortex (meso and 
archipallium) subserves the more primitive 
functions of the personality, namely, affect 
and emotion. This is accomplished by the 
fibre connections of the orbito-temporo-in- 
sulo-cingulate complex (meso and archipal- 
lium) with the dorsomedial nuclei of the 
thalamus. These fibres traverse the ventro- 
medial quadrant of the prefrontal lobe. The 
Grantham procedure may perhaps become 
the method of choice for the interruption of 
these fibre tracts. It includes the added ad- 
vantage of minimal damage to the cortex or 
to the association fibres in the neopallium, 
which are concerned with the intellectual 
function. Fulton(5) is of the opinion that 
the Grantham procedure constitutes the 
greatest advance in lobotomy technique to 
date. 

Prior to January 1951 one of us (F.H.M.) 
had performed the classical prefrontal lo- 
botomy (Lyerly, Poppen) operation on 208 
patients. In this group there was a mortality 
rate of 3% and convulsive disorders have 
developed in 13%. In 1951 when Grantham 
described the method of electrocoagulation, 
whereby small discrete lesions could be 
created in specific relation to the ventricle 
and without injury to the cortex ; the method 
was adopted. It has since been carried out 
61 times on 48 patients, and the surgical 
statistics as to complications are derived 
from this total. Thirty of these comprise the 
psychiatric material for this paper, since they 
were studied preoperatively, selected for 
operation, and followed postoperatively by 
one psychiatric team under the direction of 
one of us (H.D.M.). 

We have considered it necessary to destroy 
the frontothalamic fibres at a slightly deeper 
and more caudal position than Grantham has 
recommended and hence have modified his 
procedure slightly. 


TECHNIQUE 


A drill opening, 1 cm. in diameter, is made 
in the frontal area on either side at a point 


8 cm. from the glabella and 2 cm. lateral to 
the midline. The dura is perforated and 10 
cc. of air injected into the anterior horn of 
each lateral ventricle. The insulated elec- 
trodes devised by Grantham * are then in- 
serted into the frontal lobe directly parallel 
to the midline and directed at a point 2 cm. 
posterior to the lateral wall of the orbit. They 
are passed inward until they contact the floor 
of the frontal fossa, which is usually at a 
depth of 7 tog cm. The electrodes are then 
withdrawn 12 mm. from the floor and their 
position checked by x-ray. The electrodes 
should be parallel, both in the antero-poste- 
rior and in the lateral projections and the un- 
insulated portion approximately 3 mm. an- 
terior to the tip of the ventricle in the lateral 
view and medial to it in the anteroposterior 
view. Figure 1 shows 3 lateral exposures, 
one with the electrodes too far forward, one 
with the electrodes too far caudal, and one 
in the proper position. The fourth is an 
anteroposterior view, with the electrodes in 
proper relation to the ventricle. 

Using the Davis-Bovie automatic-gap elec- 
tro-surgical unit, the current is then applied, 
first to one electrode and then the other, for 
35 seconds, with the coagulating current set 
at 20. Tests have shown that coagulation with 
current of this intensity produces a lesion ap- 
proximately 12 mm. in length and 8 mm. in 
width. The location of the lesions is illus- 
trated in Fig. 2, which is a photograph of 
the brain of a patient who died of cancer 4 
months after lobotomy for intractible pain. 

In 7 patients the operation has been re- 
peated, and in 3 it has been done 3 times. The 
others were satisfactorily controlled with one 
operation. There are many possible explana- 
tions for these inconsistencies. In several the 
initial lesion was placed too far forward. In 
others the current is believed to have been 
shorted by fluid that escaped from the ven- 
tricle. Usually the operator experiences a 
crackling sensation in the hand that grasps 
the electrode when the current is applied. At 
times this sensation is not experienced. When 
this has been the case, the electrodes on being 
withdrawn were found to be clean, whereas 
in the other case they were encased in a cov- 
ering of cauterized tissue. 


Insulated electrode manufactured by Leibel- 
Flarsheim of Cincinnati. 
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When the operation has been done under 
local anesthesia, certain interesting phenom- 
ena have been observed incident to the cau- 
terization. The respirations become slower 
and deeper for several seconds then return to 
normal. The patient, who may have been 
frightened and agitated, usually becomes 
placid, cooperative, and indifferent to the 
hazards of the operative procedure. 

Though the output of the electrosurgical 
unit is usually constant, it is necessary that it 
be checked on the superficial tissues before 
the current is applied to the brain. One pa- 
tient in this series developed a serious com- 
plication as the result of the application of 
excessive current accidently. The patient de- 
veloped evidence of cerebral compression fol- 
lowing operation, and the wound was re- 
opened under vision in expectation of finding 
hemorrhage. Instead, a cystic cavity ap- 
proximately 3 cm. in diameter, containing 
fluid and necrotic tissue under pressure, was 
found on that side. 

In 2 of the 48 patients described, we were 
unable to produce the desired effect, despite 3 
efforts at lobotomy by this technique, and 
these subsequently were operated upon under 
vision. 

Most of the patients have run a slight ele- 
vation of temperature for a period of 24 
hours after operation, but otherwise they 
were comfortable, were able to take their 
lunch within an hour, get out of bed in the 
afternoon and waik about the ward freely by 
the following morning. There have been no 
deaths and, as yet, no convulsive disorders 
have developed in this group. In the 30 
patients comprising our clinical material, 
marked anxiety and/or tension were present 
in every case regardless of the psychiatric 
diagnosis. In 28 patients the psychiatric 
symptoms had been present or had recurred 
in attacks over a period of 4 to Io years. 
Twenty-three patients had received some 
type of electroshock or insulin therapy, 
usually both, prior to the performance of lo- 
botomy. Viewed from a diagnostic standpoint 
these patients may be classified as follows: 

Schizoaffective psychosis —In this group 
of 5 patients anxiety, tension, mental depres- 
sion, and guilt reaction were more pro- 
nounced than were the schizoid components. 
Four of these have achieved good social re- 
coveries. They are living at home and they 


engage in the usual activities they followed 
prior to the onset of their illness. They are 
free of anxiety and on examination exhibit 
few of the psychiatric symptoms from which 
they suffered prior to operation. 


The fifth patient made a good recovery as far 
as relief from anxiety and its attendant symptoms 
were concerned; however, she experienced a most 
profound change in the moral area. After the opera- 
tion she changed from a shy, modest, retiring person, 
the prey of anxiety and religious guilt, to the exact 
opposite—a person with no moral inhibition. Al- 
though she has recovered from the psychosis she 
has to be confined in a state hospital because of 
her flagrant conduct of picking up any man on the 
street who will go with her. Although she had 
been a religious person before the operation, she 
now has lost all interest in religion, has no feeling 
of guilt about her conduct, feels no need for re- 
ligious counsel. This case represents an extremely 
unfortunate though rare complication of lobotomy. 
It illustrates the caution required in the prescription 
of lobotomy for young patients. 


Involutional Depression—All of these 6 
cases have achieved adequate recovery. They 
live in their homes and carry on their daily 
activities at their preillness level. 

Paranoid Schizophrenia. (5 cases).—As 
time has elapsed since the beginning of our 
experience with this operation, we have been 
favorably impressed with the good results ob- 
tained in the paranoid schizophrenic group, if 
patients are selected for operation, who, in 
addition to the paranoid schizophrenic symp- 
toms, exhibit a marked undercurrent of ten- 
sion and anxiety. With the relief of anxiety, 
the symptoms of aggression, hostility, and 
explosive behavior, may, in most instances, 
completely disappear. Although the delusions 
and hallucinations may still remain, the pa- 
tient does not react to them with aggression 
and hostility. 

One patient, a white female, aged 45 years, who 
had been in and out of psychiatric hospitals for over 
15 years and who had developed marked aggression 
and hostility in reacting to her hallucinations and 
delusions, experienced a complete personality change 
for the better after the operation. She has now 
taken efficient charge of her home and, when occa- 
sion demands, is able to aid other members of her 
family when they have been confronted with crises 
such as serious illness. Whereas before the opera- 
tion she was hostile to doctors, hospitals, and nurses, 
following the procedure she has on several occa- 
sions expressed gratitude for the benefits she has 
received from the operation. She has returned to 
the hospital for friendly visits with the nurses and 
physicians. Before operation, mention of a trip to 
any hospital would have precipitated an immediate 
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Fic. 1—(A). Electrodes too far forward, (B). Electrodes too far caudal, (C). Electrodes in proper 
position, (D). AP view with electrodes in proper position. 
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Fic. 2—Diagrammatic representation of the insulated electrodes in place, with one lesion 
on one side and both lesions on the other. 
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AMERICAN JOURNAL OF PSYCHIATRY, Vol. 111, No. 2. PLATE 3 


Fic. 3.—Pt ‘o¢raph of brain of patient who died 4 months after lobotomy. Section 4 shows the 
lesion on bo Section 5, 1 cm. further back shows the lesion on the right side but no lesion on the 
left, where « .. been entered. 
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outburst of physical violence of major proportions. 
She no longer mentions her hallucinations or delu- 
sions. She is able to discuss with the psychiatrist 
her previous psychotic symptoms without evidence 
of hostility or aggression. Her recovery is particu- 
larly well illustrated by her letters to her sisters. 
Before operation her letters consisted of incoherent 
discussions of her delusions and hallucinations, 
whereas they now are well-written discussions of 
the news concerning her family, with no mention 
of previous psychiatric symptoms. Her family be- 
lieves that she is as well as she was before the onset 
of her illness 15 years ago. 


Chronic Anxiety Neurosis (Hypochondri- 
asis, Complaint Neurosis.)—It is in this 
group of 7 patients, whose symptoms consist 
of chronic anxiety, fear, and innumerable 
psychosomatic complaints, that the most 
striking and satisfactory results were ob- 
tained, perhaps for the reason that here we 
are dealing with anxiety in pure culture. 
These patients, with one exception, achieved 
adequate relief from anxiety after operation. 

Recurring Manic Excitement.—These 2 
patients were dramatically relieved of psy- 
chiatric symptoms within a week after the 
operation. To date they have suffered no re- 
currences. One patient, who had suffered 4 
manic attacks within the preceding 18 
months, has gone 24 years without a recur- 
rence. The second has remained well for 1 
year and has now obtained a job and is self- 
supporting. 

Manic Excitement Complicating Cardio- 
vascular Renal Disease with Auricular Fibril- 
lation, Congestive Failure, Pulmonary and 
Generalized Edema.—In this one case, the 
manic excitement was relieved immediately 
after operation. The patient made a rapid 
recovery from the psychotic symptoms and 
circulatory symptoms improved. The symp- 
tom of heart failure disappeared within a 
week after the operation. Eight months later 
the patient suffered a fatal coronary occlu- 
sion, but during the 8 months period suffered 
no recurrence of psychotic symptoms. 

Senile Psychosis with Korsakoff Reaction. 
—This patient, a white female, aged 75 years, 
was admitted to the hospital, suffering with 
a rapidly developing psychosis, with confabu- 
lation, memory fabrication, auditory and vis- 
ual hallucinations, and delusions of infidelity 
directed toward her husband, to whom she 
was markedly hostile. She was particularly 
disturbed at night. The family did not want 


to commit her to a state institution and asked 
that lobotomy be performed in the hope that 
she would be quiet enough to be kept at home. 
After operation the patient’s agitation, excite- 
ment, and hostility toward her husband were 
completely relieved. She renounced the de- 
lusion of infidelity ; she rested well at night. 
She was able to do a considerable amount of 
housework and resumed preparation of the 
meals. The Korsakoff symptoms still remain. 
The family consider that the operation has 
been a complete success. 

Reactive Depression with Severe Disabling 
Organic Neurological Disease.—This patient, 
a white female, aged 60 years, experienced 
great anxiety, depression, and apprehension 
over the future because of disabling neuro- 
logical disease. The operation was advised to 
alleviate the anxiety over the future as is 
done in cancer patients. In this case anxiety 
was relieved and the patient was able to view 
her misfortune with some degree of equa- 
nimity. 

Psychopathic Personality (Neurotic Char- 
acter ).—This patient, a 19-year-old girl, had 
been a major problem to her family since in- 
fancy. During preschool age she was given 
to temper tantrums. After entrance to grade 
school she was always involved with the tru- 
ant officer, and spent 2 years in a correctional 
institution for girls, a year at the Bureau of 
Juvenile Research, and had 4 admissions to 
a state hospital. She was not psychotic. Un- 
derneath the psychopathic behavior lay con- 
siderable tension and anxiety. She had per- 
formed many acts of self-mutilation and had 
made several attempts at suicide. The family 
hoped that she would derive enough benefit 
from the operation to live in their home. 
When admitted to the private hospital for 
operation, she indulged in numerous temper 
tantrums, particularly if she thought she was 
not receiving enough attention from nurses 
and doctors. After the operation she became 
much more docile and no longer gave vent to 
temper tantrums. Her chronic anxiety was 
relieved to some extent. It is too early as yet 
to evaluate the long-term results of the opera- 
tion. 

Chronic Alcoholic Depression—This 62- 
year-old male had been a heavy user of alco- 
hol since age 16. In 1942 he was committed 
to a state hospital, suffering with delirium 
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tremens, Following recovery he showed evi- 
dence of marked alcoholic depression. He 
was released from the state hospital within 
6 months but was returned in 1952 with 
marked psychomotor retardation and depres- 
sion. On arvival at the private hospital he 
was depressed, morose, did not mix with the 
other patients, and spent most of his time in 
his room with the shades drawn. There was 
no evidence of hallucinations, delusions, or 
mental deterioration. He was operated upon 
under local anesthesia. The immediate result 
was striking and dramatic. On coming down 
from the operating room he was friendly 
with the other patients and the nurses, was 
slightly euphoric in his conduct. This euphoria 
disappeared in about 3 days. During the re- 
mainder of his stay in the hospital the pa- 
tient completely changed from a depressed 
individual to an extroverted, outgoing, so- 
ciable one. 

We have evaluated the improvement in our 


patients after ventromedial quadrant coagu- 
lation lobotomy in Table 1. The degree of 
improvement is based on 2 factors: relief 
from anxiety and degree of postoperative 
socio-economic adjustment. The letters 
P.S.T. indicate that the patient has received 
previous shock therapy, the letters N.S.T. 
that the patient has received no preoperative 
shock therapy. The degree of improvement is 
based on follow-up interviews with the pa- 
tient, members of his family, and friends. 
Grade 1 relief from anxiety indicates that 
this factor is no longer the dominating driv- 
ing force of the patient’s emotional life. It 
must be stressed that relief from anxiety 
does not always imply that the patient has 
achieved a good socio-economic adjustment. 
This fact is emphasized by the patient in 
whom relief from anxiety was complete after 
operation, but who required segregation in a 
custodial institution because of complete loss 
of moral values. 


TABLE 1 


Clinical classification 


Results 


Socio-economic 


‘Anxiety 
adjustment 


relief 


Grade 1 Grade 1 


Grade 1 Failure 


Grade 1 Grade 2 


Grade 1 Grade 1 


Grade 1 Grade 1 


Socio-economic 


Anxiety 
adjustment 


relief 


Grade 1 Grade 1 


Grade 1 Grade 1 


Grade 1 Grade 1 


Grade 1 Grade 1 


Grade 2 Grade 1 


Grade 1 Grade 1 


Socio-economic 


Anxiety 
adjustment 


relief 


Grade 1 Grade 1 


Grade 3 Grade 4 


Grade 1 Grade 1 


Grade 1 Grade 3 


Grade 1 Grade 2 
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P.S.T. 
Involutional depression 
1 


H. D. McINTYRE, F. H. MAYFIELD AND A. P. McINTYRE 


Chronic anxiety neurosis 


TABLE 1—continued 


Anxiety Socio-economic 
relief adjustment 


Grade 1 Grade 1 


Grade 1 Grade 1 


Grade 1 Grade 2 


Grade 1 Grade 1 


Grade 1 Grade 2 


Grade 2 Grade 2 


Grade 1 Grade 2 
(relapsed in3 mo.) (relapsed in 3 mo.) 


Recurring manic excitement 


Socio-economic 


Anxiety c 
adjustment 


relief 


Grade 1 Grade 1 


Grade 1 


Grade 1 


Manic excitement cardio-vascular 


Socio-economic 


Anxiety 
adjustment 


reli 


N.S.T. 


cS. 


Grade 1 


Grade 1 


Senile agitation with Korsakoff reaction 


Anxiety Socio-economic 
relief adjustment 


Grade 1 Grade 2 


Constitutional psychopathy with Anxiety Socio-economic 
anxiety and aggression relief adjustment 
ca M.S. P.S.T. Grade 1 Grade 3 


Chronic alcoholic depression 


Grade 1 Grade 3 


Relief from anxiety and the degree of 
socio-economic improvement have been arbi- 
trarily graded from 1 to 4. Grade 1 socio- 
economic adjustment indicates that the pa- 
tient has recovered sufficiently to take up 
interpersonal relations at the preillness level 
or above. Grade 2 implies adjustment to pre- 
illness environment at a slightly lower level. 
Grade 3 indicates that the patient is living at 
home but with no urge to engage in his pre- 
vious socio-economic pursuits. As one patient 
expressed it, “I am no longer anxious or de- 
pressed. I feel that I should attempt to obtain 
a job. I look through the want ads every 
morning but do nothing about them.” 

Of the 30 patients selected for operation, 
26 were relieved of anxiety. Lest this figure 
appear too high, it must be remembered that 
only those suffering with anxiety and tension 
were selected for the operation. Of the 30 


patients operated upon, 17 achieved Grade 1 
socio-economic recovery. Of the 13 remain- 
ing patients only 1 required custodial care, 
not because of psychosis but because of loss 
of moral values. The other patients have 
achieved varying grades of socio-economic 
adjustment. They are able to live with their 
families with a reasonable degree of improve- 
ment in their interpersonal relations. 


Discussion 


The beneficial effects observed after coagu- 
lation lobotomy were immediate and striking. 
Several patients became free of psychiatric 
symptoms immediately on coming out from 
under the anesthetic. In some instances, 
where the operation had been performed un- 
der local anesthesia, the symptoms of anxiety 
and tension were relieved immediately after 
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the second quadrant had been coagulated. Re- 
lief was apparent even before the patient left 
the operating room. In other cases the relief 
was apparent on the afternoon of the opera- 
tive day or the day following, while in others 
it was not apparent until 2 or 3 weeks had 
elapsed postoperatively. In one case of in- 
volutional depression, a period of about 1 
month elapsed before the patient began to 
show improvement. If relief from anxiety is 
not strikingly apparent within 3 months after 
the operation, the procedure should be re- 
peated. The ease of repetition constitutes one 
of the assets of the uperation. 

The immediate symptoms of the more ex- 
tensive lobotomies such as described by Free- 
man and Watts, namely, disorientation for 
time and place, mental confusion, retrograde 
amnesia, fecal and urinary incontinence are 
rarely seen after the Grantham procedure, 
and in most cases are entirely lacking. 

The late symptoms of lobotomy, as de- 
scribed by Freeman and Watts, such as iner- 
tia (psychomotor retardation), loss of social 
inhibition (affective incontinence), together 
with the loss of personal cleanliness and neat- 
ness, loss of sexual inhibition, unconcern 
over the future, bladder and rectal inconti- 
nence, are rarely seen to a disturbing degree 
after the Grantham procedure. In one case, 
complete loss of sexual and moral inhibition 
constituted a disastrous result in the case of 
a young woman of previously high moral 
character. Persistent postoperative inertia 
was a symptom in 5 patients. Mild euphoria 
was observed in 5 patients, Korsakoff reac- 
tion in 4. These patients were confused, ex- 
hibited evidence of auditory and visual hal- 
lucinations and were given to confabulation 
and memory fabrication. These Korsakoff re- 
actions usually disappeared in about 2 weeks. 

Advantages of the Procedure-—One ad- 
vantage of this method is that it affords an 
opportunity for immediate observation of the 
effects of ventromedial quadrant section in 
the human subject as there is no confusion 
following successful operation that can not 
be attributed either to drugs or to post-elec- 
troshock effect. One sees psychiatric symp- 
toms replaced by mental normality within a 
few hours or a few days following and, in 
some instances, even on the operating table. 
The long period of regression and mental 
confusion noted in some cases after the more 


extensive lobotomy procedures involving the 
3 elements of the prefrontal lobe (archipal- 
lium, neopallium, and mesopallium) is not 
seen after Grantham’s procedure. No intel- 
lectual deterioration that could be attributed 
to the operation was observed in any case. 

Another outstanding advantage of the op- 
eration is that in competent hands there is 
no contraindication for its use insofar as the 
physical condition of the patient is concerned. 
One patient in our series at the time of 
operation suffered with advanced coronary 
disease, another with advanced coronary 
disease with auricular flutter, another with 
advanced coronary disease complicated by 
cardiac failure, auricular fibrillation, pul- 
monary and generalized edema. All patients 
withstood the operation without incident ; 
indeed their circulatory condition improved 
afterward. The operation can safely be pre- 
scribed for those patients whose physical 
condition would preclude the use of electric 
shock therapy or the more extensive lo- 
botomy procedures. 

Still another outstanding advantage is that 
the procedure is not followed by postopera- 
tive convulsions. Freeman states that 7% of 
his patients suffered with symptomatic epi- 
lepsy after the first operation, the incidence 
of symptomatic epilepsy rose to 20% in his 
series with 2 operations. Poole and his asso- 
ciates report 16% postoperative epilepsy 
after their procedure of topectomy. In view 
of these figures this advantage of the Grant- 
ham procedure is certainly no small one. 

A further advantage is that the procedure 
can be repeated as often as necessary in order 
to enlarge the number of fibres intercepted. 
Because of the ease of its performance in 
skilled hands, the procedure lends itself to re- 
search work in comparative selective lobot- 
omy. 

Selection of Patients——Selection of pa- 
tients always involves the difficult decision as 
to wher it is permissible to perform a lo- 
botomy on a psychiatric or neurotic patient. 
One neurosurgeon has voiced the opinion 
that the decision as to lobotomy should be 
made a probate court procedure. Certainly 
it should not be the decision of one man. One 
of us (H.D.M.) is of the opinion 3 psychi- 
atrists should take part in the decision. It is 
undoubtedly true that no person is emo- 
tionally or mentally completely intact after 
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lobotomy. When one gives up anxiety and 
depression one also relinquishes in some 
measure the emotional charges necessary to 
experience exaltation and other joys of liv- 
ing. It is well to remember that no person of 
creative ability has been restored to normal 
after lobotomy. This applies to doctors, law- 
yers, artists, musicians; all must pay a price 
for relief from anxiety. The most difficult 
decision concerning lobotomy is the time of 
its performance. When do we have the right 
to advise a fellow human being to give up the 
struggle with anxiety and retreat to a lower 
emotional level ? 

Our patients are selected for lobotomy only 
after a thorough evaluation of the factor of 
anxiety, regardless of the clinical diagnosis. 
The beneficial effects of any type of prefron- 
tal lobotomy are to be explained solely in 
terms of release of tension generated by re- 
pression. The chief symptom of such tension 
is anxiety in all its undisguised forms, such 
as guilt, self-condemnation, self-punishment, 
and fear, and in its masked forms such as 
phobias, obsessions, compulsions, hallucina- 
tions and delusions, hostility, and aggression. 
In this connection, it is well to remember that 
hypomanic and manic behavior is frequently 
a cloak for anxiety and in such instances rep- 
resents a masked form of anxiety. If the 
symptoms of tension with resulting anxiety 
are prominent in a psychotic or neurotic pa- 
tient, a varying measure of relief may be ex- 
pected after a lobotomy. The converse is 
also true, the less the anxiety the poorer the 
therapeutic result. Patients should then be 
selected on the basis of the anxiety symptom 
and the results of lobotomy appraised in 
terms of relief of anxiety and tension, rather 
than by the percentage of so-called remis- 
sions or cures in various diagnostic cate- 
gories. 

Appraisal of Results—In appraising our 
therapeutic results we have used no formal 
tests. Before operation we attempted to evalu- 
ate the anxiety factor and the interpersonal 
socio-economic disability resulting from anx- 
iety. In our series this evaluation is usually 
based on long acquaintance with the patient, 
members of his family, and friends. Most of 
the patients selected for operation have been 
previously treated by us with other methods 
such as the various shock therapies and psy- 
chotherapy for periods of 4 to 10 years. Our 


final decision to operate represents a “court 
of last resort” procedure. This decision is 
reached after many lengthy interviews with 
the patient, his friends, and his family. 
Within a reasonable time (3 to 6 months) 
after operation, we again evaluate the anxiety 
factor and the interpersonal socio-economic 
improvement. We consider an end result as 
satisfactory if the patient is relieved of anx- 
iety and if he is able to adjust himself reason- 
ably well in an environment which was, to 
him, unbearable before the operation. 
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DISCUSSION 


Joun Leroy Haskins, M.D., (Roseburg, Ore.). 
—Dr. MclIntyre’s excellent paper presents some 
features that give us food for thought, for here is 
an approach to the problem which differs in many 
respects from the conventional lobotomy. The Gran- 
tham technique involves the invasion of an area in 
the frontal lobe into which many pathways tend to 
funnel. Paths from the convexities, from the orbi- 
tal, and probably medial areas are assembled here. 
It is logical to expect that if severance of nerve 
pathways is efficacious in the therapy of emotional 
problems, then this procedure should be of value. 
Moreover the operation involves a restricted and 
limited lesion rather than an empirical and massive 
lesion. We have believed that the use of restricted 
lesions will eventually lead us to a scientific basis 
for lobotomies. Dr. Kenneth Livingston, our neuro- 
surgeon, has felt that there are two particularly 
sensitive brain areas after the invasion of which 
there are marked psychological effects. One of these 
is the orbital area (Area 13) and the other is Area 
24, the anterior cyngulate gyrus. Our own series 
comprises some 95 patients, covering a 44-year 
period with an invasion limited, as far as possible, 
to Area 24. Our procedure involves (1) direct 
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visible invasion and (2) isolation of the cyngulate 


gyrus. 

In order to compare two different types of 
therapy adequately, two things are needed: (1) 
adequate comparison of patient groups subjected to 
the procedure, and, (2) comparison with an un- 
treated control group. We realize that the latter 
presents difficulties. Withholding therapy from one 
group of patients in the interest of a research pro- 
cedure rather than in the interest of the patient is 
contrary to our ideas of medical care. The question 
of criteria for evaluation of results in a lobotomy 
program has been well discussed by Jenkins and 
Holsopple in a recent article in the Proceedings of 
the Association for Research in Nervous and Men- 
tal Disease (Vol. XXXI). The problem is complex 
and involves careful study to bring out adequate 
comparison. 

With regard to the other point, the comparison of 
patient groups who have been operated upon, the 
problem is equally confusing. In a group of patients 
reported upon by one investigator we may find a 
very high preponderance of patients who were non- 
hospitalized and where the diagnosis of “anxiety” 
or “depression” is most common. Those are patients 
from groups in which we might expect a pretty 
high percentage to return to their normal occupa- 
tion with residuals that would not seriously inter- 
fere with their adjustment even following a less 
drastic type of therapy. Some investigators who 
have worked largely with this class of patients re- 
port that they feel the outlook with the same pro- 
cedure in long-term hospital patients to be definitely 
unfavorable. Again, we find that the average hos- 
pital patient has been subjected to practically all of 
the less drastic procedures and has been an inpatient 
from a 3- to 10-year period, and has been classed 
as a regressed schizophrenic. It would seem there- 
fore that comparison of results between two such 
series, the neurotic nonhospital group and the long- 
term schizophrenic group would not be too adequate 
a comparison of the real value of two different 
techniques. 

Naturally we have had more patients who would 
be classed as chronic and regressed schizophrenics. 
Our results with this group lead us to differ from 
the conclusion in the presentation which states, 
“Our patients are selected for lobotomy only after 
a thorough evaluation of the factor of anxiety, re- 
gardless of the clinical diagnosis. The beneficial 
effects of any type of prefrontal lobotomy are to be 
explained solely in terms of release of tension gener- 
ated in repression.” We cannot agree that favorable 
results are explained entirely in terms of lessening 
of anxiety and tension. We are certain, at this time 


at least, that there are more profound changes ob- 
served than merely decrease of anxiety. It may be 
that we are dealing with an area with a strong 
psychological effect related to the mechanics of 
emotional expression. Further evaluation of these 
changes is obviously of great importance as to the 
therapy of schizophrenics. 

It is interesting to note the almost immediate 
improvement in many of the patients in this re- 
ported series, and that the gains made were held. 
This differs from our series where in many cases 
there was little or no change for the better until 
after several months, and then there might be a slow 
persistent improvement which has been maintained 
for several years. In other instances in our series 
there was an almost immediate improvement follow- 
ing operation, but there was a relapse after a few 
weeks and within a comparatively short time the 
patient was much as he had been previous to opera- 
tion. The almost immediate improvement noted by 
Dr. McIntyre certainly would obviate the long-term 
“total push” program so necessary with the usual 
operative procedure. We feel that the after care, 
with psychotherapy, in our series is a necessity and 
one that has paid off in good results. 

If we are to accept the findings of the Columbia- 
Grestone studies and the Boston study, we are 
unable to accept one of the conclusions made in this 
presentation, that is, that there is a loss of creative 
ability following operation. We have not noted this 
change. As to habit training, this has been a rather 
minor problem, as we allow our patients to be up 
on the first postoperative day. Convulsions have 
occurred, but they are rare. 

Dr. McIntyre mentions a novel method of selec- 
tion of patients for the procedure when he suggests 
that the Probate Judge be involved. I can see com- 
plications here at times ; one such judge that I know 
of belongs to a religious sect that does not believe 
in surgery. Naturally we do feel that the proper 
evaluation and selection of patients is of extreme 
importance. We have, as do other VA installations, 
a lobotomy board. It consists of the neurosurgeon, 
four psychiatrists, all certified by the American 
Board of Psychiatry, and the clinical psychologist 
who has done the testing on the patient. It is only 
after approval of this board that the patient is 
scheduled for psychosurgery. 

It is from series of cases similar to the one re- 
ported, involving a limited invasion of a particular 
isolated area, that eventually we may learn more 
of the rationale of the cure and more about favor- 
able and unfavorable prognostic signs noted before 
operation. 
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SELECTED DIRECT CEREBRAL INTRACRANIAL 
ELECTROSHOCK THERAPY * 


A PRELIMINARY REPORT 
JUAN NEGRIN, JR., M.D.2 New Crry 


It is generally agreed that in the group 
of medical methods to treat mental illness, 
aside from psychotherapy and analysis, elec- 
troshock therapy is the most widely used 
technique. 

In the past few years, there have been 
many efforts to improve the therapeutic effect 
of electroshock. With this purpose in mind, 
the electric current has been supposedly di- 
rected towards specific brain regions by vary- 
ing the side, place of application, shape, size, 
and materials of the electrodes used and, also, 
by changing the type of electric current. 

Or. the other hand, we have a group of 
more radical techniques, included in that part 
of neurological surgery known as psychosur- 
gery, that treat mental illness, by way of op- 
erations upon the brain hemispheres. 

There are many failures with electroshock 
therapy when given alone or combined with 
pharmacological shock. The specific indica- 
tions for a particular psychosurgical tech- 
nique are not yet clearly defined and the re- 
sults cannot be predicted. 

We have not had at our disposal a method 
to treat psychosis which is, as far as its radi- 
cal nature, somewhere between the electric 
shock and the usual psychosurgical proce- 
dures. 

Several years ago, I thought that the ad- 
ministration of electric shock to the brain by 
way of intracranially placed electrodes would 
improve the therapeutic results of electric 
shock because of its more selective application 
and direct action to specific cerebral regions. 
Although this is a more radical type of treat- 
ment thar the external electric shock, it does 
not produce the extensive irreversible ana- 
tomical changes of the psychosurgical tech- 


1 Read at the combined meeting of the Philadel- 
phia Neurological Society, The New York Neuro- 
logical Society, and the Section of Neurology and 
Psychiatry at the New York Academy of Medicine, 
April 17, 1953. 

2From the Neurosurgical Services of Bellevue 
Hospital and Lenox Hill Hospital, New York City. 


niques commonly employed. Prior to 1947, 
I used several types of experimental elec- 
trodes. In 1948, electrodes were built accord- 
ing to specifications, with the cooperation of 
“Medcraft,” which permitted the start of this 
project in human subjects. 


METHOD 


1. Trephine opening is in the usual man- 
ner, over the area selected for electrode 
placements. 

2. A small channel is rongeured in the 
bone removed to allow the connecting ex- 
tension from the electrode to reach the sur- 
face of the scalp. 

3. The electrodes are applied to the chosen 
cerebral (cortical or parenchymal) areas, 
over one or both hemispheres (Fig. 1). 

4. The dura is replaced to its pre-operative 
position. 

5. The bone disc is replaced. 

6. Closure in layers follows. 

7. A dry dressing is applied. A head plas- 
ter cast can be added should the patient’s con- 
dition and cooperation advise it. 

8. At continuation, the electric shock treat- 
ments are given by connecting the wire of the 
electrode to the source of the electric current. 
The patient can be ambulatory between treat- 
ments if his clinical condition permits. 

g. When an adequate number of treat- 
ments is given the wound is reopened and the 
electrodes removed. The electrodes have been 
left in place over 14 weeks, without untoward 
reaction. We are now working on an elec- 
trode that can be removed without re-opera- 
tion. 


CASE REPORT 


In order to illustrate the technique used and to 
show the results of this type of treatment the case 
of a 53-year-old female patient is presented. Her 
history and clinical findings were consistent with 
a chronic psychoneurosis. At the age of 34 she fell 
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downstairs and sustained a sacroiliac injury fol- 
lowed by constant low back pain. Two and a half 
years later there was weakness of the right leg. 

Her complaints increased gradually and she had 
a negative exploratory laminectomy 5 years after 
her fall. After this operation, she developed paraly- 
sis of the left lower extremity and a severe paresis 
of the right lower extremity. Four years later a 
re-exploration of the laminectomy revealed exten- 
sive piaarachnoiditis, but there was no improve- 
ment; instead, constant excruciating pain of the left 
lower extremity appeared. A lumbar sympathec- 
tomy was done at the age of 47 to relieve her per- 
sistent low back pain and excruciating pain of the 
left lower extremity, without satisfactory result. 
Two years later, a high dorsal chordotomy was 
performed with partial temporary success. When 
she was 50 years old, that is, 16 years after her 
injury, I saw her for the first time. In addition to 
her intractable pain, she had a chronic psycho- 
neurosis, dating prior to her traumatic lesion, and a 
severe depression. A left frontal leucotomy made 
her comfortable for about 1 year, at which time a 
right frontal leucotomy was carried out followed by 
several months of relief from pain and improvement 
of her mental condition. Her severe depression, 
psychoneurosis, and complaints of pain recurred to 
such a degree that they were unbearable to her and 
those around her. It was then decided to give 
cerebral intracranial E.S.T. as the last thing we 
had to offer. After a series of treatments, the 
marked clinical improvement of her emotional state 
and the absence of her pains were more dramatic 
than at any time following the leucotomy. 


CoMMENT 


The above case offers an interesting dem- 
onstration of what may be accomplished with 
this method because of the results obtained 
in the patient’s chronic mental syndrome, her 
severe depression, and her additional problem 
of long-standing intractable pain. The clinical 
application of this method is intended for 
those conditions that do not respond to the 
usual electric shock therapy, alone or com- 
bined with pharmacological shock. Since it 
does not result in the extensive irreversible 
anatomical changes produced by psychosur- 
gery it could, logically, be given a trial prior 
to these surgical procedures. 


SUMMARY 


A new approach to treat mental illness and 
intractable pain by way of a direct electric 
shock therapy over specific cortical or paren- 
chymal brain areas is discussed. 
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Fic. 1. X-ray appearance of the intracranial electrodes (Model M.H.26) places over selected 
brain areas for direct cerebral electroshock therapy. 
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PSYCHIATRIC TRAINING IN UNIVERSITY CENTERS * 


A QUESTIONNAIRE STUDY OF RESIDENTS. 
UNIVERSITY OF MICHIGAN HospiraL—THE NEUROPSYCHIATRIC INSTITUTE 


CLYDE H. WARD, M.D., Derrort, Micn. 


With the increased needs for adequate 
postgraduate training in psychiatric medicine 
there has developed much interest in re- 
evaluating and improving residency training 
programs(I, 2, 3). 

The present study, a questionnaire ap- 
proach to residents in university training cen- 
ters, was carried out in the spring of 1950. 
The data were collected just before the Ko- 
rean incident, and accelerated remobilization 
confused the training picture. Thus this paper 
may furnish a description, from the resi- 
dents’ viewpoints, of some aspects of psychi- 
atric training in the World War II-Korean 
incident interval. 


METHOD 


The questionnaire was formulated by all 
staff members of The Neuropsychiatric Insti- 
tute. It then underwent extensive revision by 
a questionnaire and opinion sampling expert,? 
in the University of Michigan’s Survey Re- 
search Center. In final form it consisted of 
50 questions under 4 headings: Personal 
Data, Present Training, Evaluation of Pres- 
ent Training, and Goals in Training. 

Distribution was accomplished through 
resident representatives at the various train- 
ing centers. The chief psychiatrist was first 
contacted, and upon his approval of the study 
and of the questionnaire tu be used, was 
asked to designate a psychiatric resident to 
serve as local representative for the study 
and to distribute the questionnaire forms. 
There was attached to each form a stamped 
and addressed envelope to facilitate direct 
and private return. 

Fourteen major university training cen- 
ters, of the 19 centers solicited, contributed a 
majority of returns from their residents and 
are therefore a part of the study. We name 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 Burton Fisher, Ph. D. 


the centers in order to indicate the scope of 
the study; however, we wish to stress that 
the data derived are presented in such a way 
that no individual center may be identified. 
The training centers alphabetically, are: Bos- 
ton Psychopathic (Harvard), University of 
Cincinnati, Colorado Psychopathic, Duke 
University, University of Iowa, Langley- 
Porter Clinic, Long Island University 
(Kings County), Menninger School of Psy- 
chiatry, University of Michigan ( Neuropsy- 
chiatric Institute), University of Minnesota, 
New York Hospital (Payne Whitney), Tem- 
ple University, University of Virginia, and 
Yale University. 

Response to this project was considered 
quite good for a questionnaire of such length 
and complexity. The average percentage of 
response, per center, was 75% and response 
in terms of individual residents was 72%. 
Eleven centers furnished a response of over 
65% and none was below 50%. The sample 
consisted of 161 replies from 222 residents 
at 14 training centers. 

Almost all of the resident group (96%) 
had completed at least one year of psychiatric 
training ; only 9% more than 3 years. Nearly 
all (94%) of the residents had taken at least 
one year of training at the center on which 
they report. 

About 25% of the residents concerned 
were not heard from. An analysis of the 
data indicates that frequency of response is 
only very slightly associated with either the 
apparent adequacy of training or with dis- 
satisfaction of trainees. Perhaps this un- 
surveyed fraction can be considered as not 
invalidating conclusions derived from the 
three-quarters of the residents who did reply. 


PERSONAL PROFILE OF THE RESIDENT 


Age.—67% of the resident group fall in 
the 25-29-year age range. Only 6% are over 
35. Mean age of the psychiatric resident ap- 
proaches 28 years. 
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Sex.—87.5% of the group is male, i.e., 
from this study, 1 of 8 future psychiatrists is 
a woman. 

Marital Status.—} of the residents are 
married an average of 5 years and have an 
average of 1 child. 

Economic Status.—The resident’s average 
total monthly income at the time of this study 
was $275. 

Two-thirds of the residents derived the 
bulk of their income from the training center 
itself. The average wage was $150-$175 per 
month, Only 1% of the group received more 
than $300 per month from a training center. 

One-third of the residents received no in- 
come from their training centers. (Three 
centers paid their residents no salary.) This 
group of trainees received the bulk of their 
income from the federal government. 

Professional Background.—The large ma- 
jority (70%) of these residents have had no 
other related professional training beyond 
medical school and internship ; 7% have had 
extensive (more than a year) training in 
other medical fields and 3% have had moder- 
ate (3 to 12 months) training here. Eight 
per cent have had extensive psychiatric ex- 
perience prior to beginning training and 4% 
have had moderate experience. Only 1% has 
had extensive training in the humanities or in 


psychology. 


PRESENT TRAINING AS DESCRIBED 
BY RESIDENTS 


Instruction Time Received from Training 
Staff—The average center apparently gives 
the resident over 10 hours per week of fairly 
direct teaching time from the senior or train- 
ing staff. Table 1 shows how this time is 
apportioned. 

The average psychiatric resident presum- 


TABLE 1 
APPORTIONMENT OF Direct TEACHING TIME FOR 
RESIDENTS 
Average week 
Hours 
Individual conferences ......... 1.6 (0.6-2.6) 
Small group conferences....... 3.7 (1.6-5.0) 
Large group conferences....... 2.4 (0.1-5.9) 
(more than 12 members) 
10.2 Total 


ably receives from 1 to 3 hours per working 
day in fairly direct instruction of one kind or 
another. Ten of the 14 centers furnish the 
average resident at least 2 hours per week of 
individual instruction and all but 2 of the cen- 
ters average 3 hours or better per week in 
small group teaching. 

Patient Experience.—Residents were 
asked to rate, on a 4-point scale, the ade- 
quacy of their training experience with va- 
rious types of psychiatric patients. 

Experience is rated good with adult neu- 
rotics (91% adequate or quite adequate) and 
adult psychotics (87% adequate or quite 
adequate). 

Residents describe good, though less ample, 
experience with severe behavior disorders 
(68% adeqnate or quite adequate). 

Experience with children is less satisfac- 
tory (43% adequate or quite adequate ; 21% 
fair ; 35% minimal). 

Adolescent therapy experience is generally 
also judged less adequate (39% adequate or 
quite adequate; 37% only fair; 24% mini- 
mal). The greatest unfilled need for patient 
experience, as the resident expresses it, is in 
the fields of adolescent and child therapy. 

Of these 14 centers, 12 have qualified spe- 
cialists in child psychiatry, according to the 
residents. However, only 7 centers have 
separate children’s inpatient services. 

Training in Interview Technique.—Nearly 
all residents (96.5%) describe some effort to 
teach them interview technique. Conference 
between teacher and resident after the resi- 
dent’s interview, is the most frequently used 
method of teaching technique ; 62% of resi- 
dents encounter this (a majority in all but 2 
centers). Specific lectures on the topic are 
described by only 14%, largely in 2 centers. 
Group control of a therapy case is a major 
part of the interview technique training in 
only 2 centers (10%). 

Over half (58%) have the opportunity to 
study the interview technique of the teachers 
themselves. This occurs to a limited degree 
in all centers and is described by a majority 
or near majority in 9 of them. In demon- 
strating senior staff interview technique, the 
3-way interview (teacher-resident-patient) is 
most widely used (11 centers). General dis- 
cussion, with examples, is described at 6 cen- 
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ters. Only 3 centers use recordings and only 
2 use the 1-way screen for this purpose. 

How satisfied are residents with present 
interview technique training? Forty-four per 
cent say quite satisfied, 40% say fairly satis- 
fied, and only 14% say quite dissatisfied. 

However, satisfaction with interview tech- 
nique training is very highly correlated with 
opportunity to study the senior staff’s inter- 
view technique. Both are highly correlated 
with a positive evaluation of the teaching 
staff and with over-all apparent satisfaction 
with training. 

This study affirms the idea that interview 
technique training is one of the key points of 
psychiatric training from the resident’s view- 
point. At any rate the resident considers that 
it is best taught in an apprentice relationship 
and, if he has the opportunity to study his 
teacher’s technique at first hand, is much 
more apt to be satisfied with his training in 
this regard and in general, and to have a 
higher regard for his teachers. 

Training in Auxiliary Therapeutic Meth- 
ods.—Inquiry was made regarding 5 aux- 
iliary methods of psychiatric therapy. Table 
2 expresses some of the findings. 

Group therapy is apparently fairly wide- 
spread. It is most highly valued by those 
residents who have it and most wanted by 
those who do not. 

Play therapy is also widely encountered. 
However, there is much less demand for it 
from those residents who have no contact 
with it. 

Drama therapy is much less widely offered. 
There would appear to be fair appreciation 
of its worth by those who have it but very 
little demand for it from those who do not. 

Narcosis interview experience is almost a 


TABLE 2 


RATING OF TRAINING IN AUXILIARY THERAPY 
METHODS 


Percentage 
of total 
residents 
given 
Auxiliary such 


next-most centage of 
therapy experience total 


valuable 
% 
Group therapy 70 
Play therapy 46 46 
Drama therapy 38 
Narcosis interview .... 30 
9 


Hypnotherapy 


universal part of training with these resi- 
dents. Perhaps because of its familiarity it 
is not particularly highly rated by those who 
have it nor desired by those who do not. 

Hypnotherapy as an auxiliary therapy in 
resident training appears to occur with about 
the same frequency as drama therapy. It is 
much less highly valued by those who have 
training experience with it but there is more 
curiosity about it from those who do not. 

This is only one way of regarding the data, 
however. High value rating of an auxiliary 
therapy as surveyed in this questionnaire is 
clearly meaningless out of the context of 
what other auxiliaries the resident has con- 
tact with and what quality of each auxil- 
iary is presented to the resident. 

For example, in those centers where resi- 
dents have experience with both play and 
group therapy, they are as likely to rate play 
first. Drama therapy is rated more highly 
than is either in one particular center which 
has all three. This must be a function of the 
way in which these auxiliaries are presented. 
Similarly, narcosis interview is one of the 
most highly regarded auxiliaries in another 
center where it may be strongly presented. 
Thus, these data are very probably of more 
value in expressing resident interest than in 
making value comparisons among the auxil- 
iary therapies or training aids. 

Ancillary Aids to Training.—The use and 
residents’ opinions of 8 ancillary training aids 
were also studied. For data concerning these 
see Table 3. 

The 1-way visual screen for observing the 
interviewing process is the training aid most 
wanted by those residents who have no ex- 
perience with it. It is considered most valu- 


TABLE 3 


Ratinc oF ANCILLARY AIDS TO TRAINING 


No ex- 
perience 
but desire 
Most or Per- 
next-most centage of 
experience valuable total 


Training aid % % 
One-way screen 51 27 
Interview recordings .... 41 18 
Three-way interviews ...58 58 17 
‘siting specialists 67 7 
Teaching seminars 60 2 
Bibliographies 20 0.6 
Psychiatric films 8 0.6 
14 8 2 
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able by a good portion of trainees who do 
encounter it. Apparently only 2 of the 14 
centers use it to any extent. 

Interview recordings are also considered 
most valuable by a sizeable percentage of 
trainees who have experience with them. Re- 
cordings are also one of the most wanted 
training aids among residents not encounter- 
ing them. Again, however, the use of record- 
ings is not widespread and is principally used 
in 2 of the 14 centers (one of which also uses 
the 1-way screen). 

The 3-way interview is more widely used. 
A near majority of residents in 5 centers, and 
some in 6 others, encounter it. It is appar- 
ently one of the most valued aids and is third 
most in demand from those who do not have 
it. 

Visiting specialists (9 centers) and teach- 
ing seminars (14 centers) are the most 
widely used of these training aids. They are 
highly valued though they have little demand 
from residents who do not encounter them. 

If the data are studied in terms of value 
comparisons between 2 given training aids 
where both are available, 3-way interviews 
are the most valued, followed respectively by 
I-way screen, visiting specialists, recordings, 
and seminars. 

It is interesting to note that the 3 most 
wanted training aids are all direct means of 
interview technique training, by the example 
of and possibly through identification with, a 
senior psychiatrist. 

State Hospital Experience.—In all but one 
of the training centers at least a few of the 
residents have opportunity for some state 
hospital experience—in all, 50% of the resi- 
dents—but they are a majority in only 6 cen- 
ters. Eight months appears to be the average 
time spent in this phase of training by those 
who receive it. 

How much do psychiatric residents value 
state hospital experience? A great deal, ap- 
parently. Every resident who has such train- 
ing wants it continued in his training pro- 
gram and % of those who do not have it 
would like to. In all, 84% of the residents 
considered state hospital experience desir- 
able, and the majority wanted 3 to 6 months 
of it. There seems to be a clear demand for 
a moderate amount of state hospital experi- 
ence in the training program. 


EVALUATION OF TRAINING 


When asked if they felt the training center 
to be in a marked state of change, a clear 
majority in 4 centers considered this to be 
the case. In a fifth center opinion was evenly 
divided. 

In all but one center a high majority of 
residents considered liaison between the psy- 
chiatric center and the rest of the hospital 
to be “frequent or close.” 

Forty-two per cent felt they did not re- 
ceive representative teaching of the different 
schools of psychiatry. This was a majority 
in 4 centers and a near majority in 3. What 
psychiatric schools are being stressed in the 
training centers? In 8, according to the resi- 
dents, Freudian ; in 3, Meyerian; in 3, com- 
binations of Meyerian-Freudian-Neo-Freud- 
ian-Eclectic. 

Toward which psychiatric school is the 
resident himself presently inclined? One 
hundred or 59% describe their orientation as 
Freudian ; 23% considered themselves Neo- 
Freudian (} of these were Sullivanites). In 
all centers the majority’s orientation was 
Freudian or Neo-Freudian, i.e., analytic 
(81% of the residents). Only 3.5% consid- 
ered their orientation Meyerian. Only 9% 
were eclectic. 

Orientation.—Residents were apparently 
well satisfied with the manner in which their 
orientation had been conducted. However, 
20% of the total number of residents sug- 
gested improved programs of orientation, 
and there is apparently a high correlation 
between estimated effectiveness of orienta- 
tion and over-all resident satisfaction with 
training. 

Progress in Learning.—Trainees rated 
their progress in learning on a 3-point scale 
(excellent-good-poor) with regard to theory 
and again with regard to practice. A very 
high majority (83%) described satisfactory 
(good to excellent) progress in both; 10% 
reported poor progress in theory and 4% re- 
ported poor in practice. Only one man con- 
sidered his progress poor in both regards. 

There is apparently a high degree of 
satisfaction with learning progress. Dis- 
satisfaction is generally distributed among 
the centers and is apparently not correlated 
significantly with satisfaction with over-all 
training. 
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Residents were more inclined (43%) to 
connect progress with the impact of training. 
This was no more and no less the case for 
those dissatisfied with progress. However, 
29% credited their state of progress chiefly 
to their “own initiative” or only to the oppor- 
tunity to mature. 

Asked if they were able to detect an “over- 
the-hump” effect in their training, i.e., a point 
at which they began to feel more definitely 
oriented, confident, and at ease, 81% of the 
residents felt they had experienced such an 
effect ; 43% by the end of 1 year, 73% by 2 
years. 

Of those men describing such an effect, 
67% ascribed it to their own maturation and 
23% to the effect of training. That is, the 
resident is apt to think he experiences an in- 
tegration point, usually toward the end of the 
first year, and to feel that his own maturation 
is the factor associated with this. 

Seventy-six per cent of the residents ex- 
pressed need for further training staff super- 
vision. Of this number 82% felt the time 
should be in individual conferences (9% 
wanted small group conferences). Of these, 
66% estimated 1 to 3 hours per week as the 
needed amount of time, while 22% estimated 
4 to 6 hours per week. 


RESIDENT GOALS AND ASSOCIATED FACTORS 


Work Interest—Only 7% expressed pri- 
mary interest in teaching and/or research. 
However, 47% expressed interest in part- 
time teaching and 28% in part-time research. 
Altogether 90% were interested in practice 
exclusively or in a combination (the balance 
did not answer). 

Amount of Training Desired.—45% of the 
resident group wanted 3 years or less of for- 
mal training ; 37% wanted 5 years or more, 
and 12% of the total wanted at least 6 years. 

Amount of Training Presently Acceptable. 
—Here is a fairly significant shift: only 
15% will take 5 years at present and 67% 
will take 3 years or less. However, the resi- 
dent would iake more training now, if: (1) 
analysis were available with training (49% 
of total; a majority in 7 centers) ; (2) Pay 
were better (39% ; a majority in 3 centers) ; 
(3) training were better (23% ; a majority 
in one center); (4) research opportunity 
were more available (20%). 


The most important reasons for discon- 
tinuing training were: (1) analysis unavail- 
able (30%) ; (2) income inadequate (24% ) ; 
(3) training unsatisfactory (9%). 

These data on reasons for leaving training 
would seem to point out a heavy demand for 
analytic training or therapy among these psy- 
chiatric residents. 

The Resident and Aralysis.—Sixty-nine 
per cent of the residents were interested in 
analytic training. This represents a majority 
in every center but one, and in this center 
44% were interested. Forty-six per cent of 
the residents described opportunity for per- 
sonal analytic therapy. Such opportunities 
were largely limited to 7 centers. 

The status of residents with regard to ana- 
lytic experience was as follows: (1) in ana- 
lytic therapy or training, 15% ; (2) arrange- 
ments for this completed, 8% ; (3) in process 
of arranging, 22% (15% of total leaving 
present center for analysis) ; (4) no arrange- 
ments being made, 52%. 

The following reasons why no arrange- 
ments being made were given: (1) unable 
to finance, 23% of total group; (2) not 
wanted, 10%; (3) analysis not available, 
8% ; (4) too early in training, plan later, 
5%. 

The Resident and Research.—Research in- 
terest during training was expressed by 41% 
of the total group: (1) in psychic or psy- 
chological research, 25%; (2) in organic 
phases of psychiatry (chemotherapy, lobot- 
omy, shock), 11%; (3) in psychometrics, 
5%. 

One of 10 in the group describes published 
research. One-third of this comes from a 
single center. The research is almost evenly 
divided between psychological and organic 
aspects of the field. 


SOME STATISTICS AND RELATED CONSIDERA- 
TIONS 


Some of the data from the questionnaire 
responses expresses the residents’ evaluation 
of their training program or their satisfaction 
with it. It may be of interest to quantify 
some of these expressions and consider what 
meanings may lie therein. 

For example, in the question, “Would you 
take more training now if . . . training, in- 
come, analytic opportunities, etc. were bet- 
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ter ?”, the number of residents who said they 
would take more training now if the training 
itself were better :night be expressing dissat- 
isfaction with their training. Similarly those 
who said the quality of their training was the 
greatest single reason for their not taking 
more training now might also be presumed 
to be somewhat dissatisfied with their train- 
ing. If the percentage of apparently dissatis- 
fied men from each of these sets of replies is 
summed up for each center and this data 
translated into standard “Z” scores, there is 
a substantial correlation (0.52) between the 
2 sets of data. There is similarly a substantial 
correlation (plus 0.63) between the scores 
per center of those who state they would take 
more training now, if training were better, 
and the scores for sum total of reasons for 
not taking more training now. There is also 
substantial (plus 0.47) correlation between 
the standard scores per center of the topic 
“sum total reasons for leaving training” and 
the scores for the topic “training is the 
biggest reason for leaving.” These might be 
considered “primary satisfaction factors.” 

For these data, using correlations for 
standard scores, where “N” is small sample, 
and allowing two degrees of freedom, a cor- 
relation of 0.53 is significant at the 5% level 
(only 5 chances in 100 that the relationship 
is due to chance). (A correlation of 0.661 is 
significant at the 1% level of confidence.) 

Similarly there are other factors which 
presumably, to some extent, are measures of 
satisfaction and which all correlate positively 
(though not necessarily highly) with each 
other. From these it may be possible to ob- 
tain a grouping of scores which express, in 
some measure, an evaluation of training or an 
expression of over-all satisfaction. 

Originally all the factors in Part III of the 
questionnaire, #.e., Evaluation of Training, 
were considered in this regard. Of these 10 
factors, 4 were found not to correlate signifi- 
cantly with the others (to intercorrelate, i.e.) 
and were deleted. These were: representa- 
tive teaching, progress, integration effect, and 
need for further supervision. 

There remain 6 factors which intercorre- 
late positively among themselves and with the 
3 “primary” factors. These with the primary 
3 make a 9-factor grouping of measures of 
satisfaction. 


If, by center, these data (the raw data are 
in percentages) are expressed in the same di- 
rection, i.e., so that they express the degree 
of adequacy of training (assumedly) for each 
topic, and then are converted into standard 
scores, these scores summed and standard 
scores derived from the sums, it is thus pos- 
sible to obtain a grouping of evaluations per 
center which we might call “total satisfac- 
tion” scores. This is not to mean that we can 
put too much weight in this as a measure of 
absolute resident satisfaction, but it should, 
logically, give some approximation of it, es- 
pecially as the scores all correlate among 
themselves, and this approach does offer a 
reasonable way of regarding the data. 

It is interesting to note some correlations 
between the “total satisfaction” scores and 
the individual components of the total. 

The highest correlations are between the 
“total satisfaction” scores and (1) effective- 
ness of orientation program (0.81); (2) 
quality of staff (0.80) ; (3) total reasons for 
leaving training (0.75); (4) training as a 
reason for leaving (0.74) ; and (5) effective- 
ness of liaison (0.71). These are all signifi- 
cant beyond the 1% level. 

Less significant but still substantially posi- 
tive correlations are indicated between “total 
satisfaction” and (1) adequacy of com- 
munity aspects (0.57); (2) training as the 
greatest reason for leaving (0.49) ; and (3) 
stability of program (0.48). 

Training Factors—Their Relation to Sat- 
isfaction.—It is possible to prepare a similar 
composite “‘total training” score for each cen- 
ter, using the less subjective data under the 
Description of Present Training portion of 
the questionnaire. This was done with 12 
factors as the constituent elements: Amount 
of instruction time in (1) individual confer- 
ences; (2) small groups; (3) large group 
conferences; (4) lectures; (5) rounds; (6) 
separate children’s department; (7) child 
psychiatrist specialist; (8) opportunity to 
study seniors’ interview technique; (9) 
amount of auxiliary therapy training; (10) 
amount of training aid experience; (11) 
amount of associated disciplines offered 
(these last 3 factors are themselves composite 
ratings) ; and (12) state hospital experience. 

This “total training” scale is not, however, 
composed of factors that intercorrelate 
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among themselves as far as distribution per 
center is concerned. This is to be expected, 
probably, because no one center can offer 
enough training to score high in all categories 
and each center differs in what factors it 
emphasizes. 

The correlation between “total satisfac- 
tion” and “total training,” as here measured, 
is definite but small (0.32). The correlation 
would be very striking indeed if it were not 
that 4 centers have very high differences be- 
tween their scores for the two composite 
scores. Perhaps consideration of these cen- 
ters, more particularly, will reveal something 
about the interaction of factors which go to 
make for a well-evaluated training program. 
The most striking of these centers ranks near 
the bottom (12th) in terms of what it offers 
in the “total training” factors and yet rates 
with the best (2nd) in “total satisfaction” 
scores. This center, despite its offering little 
in most of the training categories, has the 
most opportunity for analysis, pays the best 
income, gives the best opportunity to study 
interview technique, has the most highly 
evaluated orientation program, the most 
highly evaluated senior staff and, perhaps sig- 
nificantly, the only group of residents above 
the average in age. 

A second center which is at the bottom in 
terms of “total satisfaction” rating (13th) 
has a rather good “total training” rating 
(6th). This center furnished the least oppor- 
tunity for research, was not satisfying the 
residents in interview technique training, had 
a teaching staff rated poorly by the residents, 
paid a low income, and was in the process 
of flux. 

A third center which scores poorly (12th) 
in satisfaction, but high (5th) in training, has 
a particularly poor scoring in coordination of 
training, afforded little opportunity to study 
seniors’ interview techniques, had a low-rated 
senior staff, and offered no opportunity for 
analysis in which most of its residents were 
interested. However, it paid an average in- 
come and gave a great deal of time in indi- 
vidual instruction. 

The fourth center, like the first, rated high 
in satisfaction (4th) but low in training 
(10th). Though it offered less in terms of 
the training factors considered, it had a well- 


coordinated program, was second best in its 
orientation effectiveneses score and third best 
in liaison. 

It seems probable that multiple factors 
operate to determine resident satisfaction. 
There is little striking correlation also be- 
tween “total satisfaction” scores and scores 
for individual elements of the “total train- 
ing” composite. There are some interesting 
exceptions however. 

“Total satisfaction,” as here measured, 
correlates highly with the opportunity for 
(1) research (0.64); (2) state hospital ex- 
perience (0.60) ; (3) training with auxiliary 
therapies (0.41); and (4) study of senior 
staff’s interview tecinique (0.40). Correla- 
tion of “total satisfaction” score and oppor- 
tunity for the specific auxiliary of group 
therapy is quite high (0.53). 

One might perhaps expect a correlation be- 
tween satisfaction and the meeting of the 
residents’ desires for analysis. If one meas- 
ures the frustrated desire for analytic ex- 
perience by taking, for each center, the per- 
centage desiring analysis and subtracting 
from this the percentage actually in analysis, 
the correlation between the inverse of these 
scores (i.¢., a positive expression of analytic 
yearnings being fulfilled) and “total satisfac- 
tion” appears positive but still small (0.29). 
However, the smallness of this correlation is 
heavily determined by only two of the cen- 
ters. In one there is a very high unfilled de- 
mand for analysis (lowest score here). That 
is, the residents all want analysis but cannot 
get it, as there is no center available. At the 
same time this center’s rating on “total satis- 
faction” as well as on “total training” is ex- 
tremely high. In other words, the center ap- 
parently offers so much in every other way 
that the absent analytic opportunity does not 
influence residents’ reactions, despite their 
strong desire for it. The other center fur- 
nished a mirror image effect. The fraction of 
residents in analysis is very high but the ap- 
parent satisfaction with training is one of the 
lowest. 

If these two skewing centers be excepted 
and “Z” score correlations computed on an 
“N-12” basis, the correlation between “satis- 
faction” and satisfied need for analysis rises 
to plus 0.53. Very probably, then, as Klein 
and Potter(2) have suggested, there is a cor- 
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relation, but it probably does not stand as an 
overriding factor. 

Interestingly enough there are no correla- 
tions of any significance (highest is 0.11) be- 
tween “total satisfaction” and income ex- 
pressed either as total (0.11) or as fractions 
in low-income groups. 


SUMMARY 


A questionnaire survey concerning the psy- 
chiatric resident and his training has been 
conducted among a majority (72%) of the 
residents in 14 major training centers. Of the 
169 residents who replied almost all were in 
the first 3 years of training and had at least 
I year of training at the center from which 
they reported. 

From this survey it appears that the aver- 
age resident at the time of the study (just 
before the Korean incident) was about 28 
years of age, had been married for 5 years, 
and had 1 child; 1 in 8 was female. The 
resident earned approximately $275 per 
month, which he was likely to consider inade- 
quate for meeting minimal needs. Only two- 
thirds of the residents received the bulk of 
their income from the training centers. The 
rest were, in one way or another, paid by 
the federal government. Only a few residents 
had extensive medical experience other than 
psychiatric training and almost none had ex- 
tensive formal training in other fields. 

The average resident received about 10 
hours per week of fairly direct instruction 
from his seniors. Half of this time was given 
individually or in small groups of fewer than 
12. The resident considers that he needs 2 
hours more weekly of such instruction. He 
considers his patient experience with children 
and adolescents to be less than adequate. Ef- 
fort is made to teach him interview tech- 
niques, largely by post-mortem conference. 
He has a 50/50 chance of studying his senior 
staff’s interview technique at first hand and is 
apt to be better pleased both with this phase 
of his training and with his seniors if this 
be the case. Among the auxiliary therapies 
with which he receives experience he is most 
apt to value highly group and play therapy. 
Of those he does not encounter he most wants 
group therapy and hypnotherapy. Among the 
training aids, he values most teaching semi- 


nars and visiting specialists, both of which he 
usually encounters. He most wants, if he 
does not receive it, experience with I-way 
screen, recording, and 3-way interviews, 
which all relate to interview technique train- 
ing through a direct medium. He highly 
values state hospital experience, especially if 
he already has it, and wants 3 to 6 months 
of it. 

The orientation of most of the centers is 
described as Freudian or Neo-Freudian ; 
however, the residents’ own orientation is apt 
to be in this direction regardiess of his cen- 
ter’s orientation. Residents are apt to think 
they experience as integration or “over-the- 
hump” effect in their training, most often by 
the end of the first year. They ascribe it very 
largely to their own maturation. 

The average resident has mixed goals 
where work interest is concerned. Almost all 
want a combination of practice with teaching 
or research and almost none is interested 
purely in teaching or in research The resi- 
dent is apt to want more traimng than he 
will take now. Desire for analytic experience 
or “analysis” is the most frequently ex- 
pressed reason for not taking more training 
now. Income is second. 

The large majority of residents are inter- 
ested in analytic training or treatment. Cur- 
rently only half feel they have opportunity 
for this, but 15% are already in analytic 
treatment or training; 30% have completed 
arrangements or are in the process of making 
arrangements. Financial considerations form 
the largest factor in frustrating the desire for 
analysis at this stage. 

Fewer than half the resident group express 
interest in doing research; however, 1 in 10 
has published work, half of which is “psy- 
chic” and half “organic” in nature. Half the 
residents feel they have opportunity in their 
training for doing research. Residents are 
much more apt to be satisfied with their train- 
ing when this is the case. 

As far as resident satisfaction with training 
is depicted in this study, the subjective fac- 
tors correlating most highly with the total 
satisfaction score (of which they form a 
part) are: the resident’s feeling of having 
been effectively oriented early in his training, 
his positive estimate of his teachers, his feel- 
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ing of having an effectively coordinated pro- 
gram of training in a center having good liai- 
son with the other medical services. 
Satisfaction with training, as measured 
here, is also apt to be highly correlated with 
opportunity for research, for state hospital 
experience, for satisfactory interview tech- 
nique training, and for experience with group 
therapy. There is probably also a significant 
correlation between satisfaction and satisfied 
interest in analysis, though this can be out- 
weighed by other factors in the total training 
program. Satisfaction with training does not 


appear to be correlated with income nor with 
opportunity for experience with training aids 
or associated disciplines. 
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A CONTRIBUTION TO THE NOSOLOGY OF THE 
IMPULSE DISORDERS * 


JOHN FROSCH, M.D. ano S. BERNARD WORTIS, M.D.? 


Clinical psychiatry as it exists today has 
essentially developed from a descriptive ori- 
entation. History, symptoms, course, and 
prognosis were added together and a label 
given to a syndrome. This unquestionably 
served a very useful purpose and still does. 
As psychiatry developed, it became clear that 
more and more understanding was added by 
a consideration of other factors that lead to 
the development of a specific clinical picture, 
the so-called dynamic and genetic factors. 
The dynamic factors deal with the person’s 
ways of managing or resolving problems and 
conflicts, resulting in a certain behavior, #.e., 
a clinical picture. Genetically, we are con- 
cerned with fundamental conflicts and causa- 
tive factors as well as those which lead an 
individual to resort to certain techniques in 
dealing with this conflict, resulting in a spe- 
cific clinical picture. 

A case may be discussed at any one of 
these levels provided there is agreement and 
understanding at which level the discussion 
is taking place. Difficulties arise when one 
discussant speaks from a descriptive level, 
while another bases his comments on a dy- 
namic or genetic level. 

Although terminological and nosological 
confusion has pervaded the whole field of 
psychiatry, there are several syndromes that 
have become laden with a welter of terms, 
creating almost a hopeless morass from 
which the younger psychiatrist finds it al- 
most impossible to extricate himself. One of 
these is the clinical syndrome whose charac- 
teristic, outstanding, and identifiable feature 
is an impulse disorder. Let us evaluate what 
these syndromes have in common, what their 
most characteristic clinical features are, and 
whether there are any common dynamic and 
genetic features. 


1 Read in part before the 1ooth annual meeting 
of The American Psychiatric Association, Los An- 
geles, Calif, May 4-8, 1953. 

2 From the Department of Psychiatry, New York 
University College of Medicine and the Bellevue 
Psychiatric Hospital. 
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Approaching the problem systematically, 
we shall begin with phenomenology and dis- 
cuss the impulse disorders from the descrip- 
tive level. At this level the clinical picture 
is characterized by a disorder of impulse, or 
impulses, sometimes isolated, usually repeti- 
tive, or by an impulsive quality inherent in 
the personality of the individual. It is true 
that impulsive acts may occur in any clinical 
picture, notably in the manic and the schizo- 
phrenic, but the impulsive behavior as such 
is not the outstanding feature nor is it the 
identifiable feature of the clinical picture. 
There are usually other features that are 
more pathognomonic and more specifically 
associated with the primary clinical picture. 

We may define the term impulse in gen- 
eral, as the sudden, unpremeditated welling- 
up of a drive toward some action, which 
usually has the quality of hastiness and a 
lack of deliberation. 

Morbid impulses and actions are further 
characterized by an irresistable and impelling 
quality in a setting of extreme tension. Fre- 
quently this results in an explosive and vio- 
lent action with disregard for others and, at 
times, for the subject himself. The setting 
in which a morbid impulse comes to expres- 
sion is generally inappropriate. 

Impulses may be sudden and transitory, or 
the associated tension may rise to a crescendo 
leading to the rather explosive expression of 
the impulse (the exhibitionistic act, etc.). 

We see many varying disorders of im- 
pulse but they have certain characteristics in 
common. These qualities may be listed as 
follows : 

Ego syntonicity.—There is an understand- 
able quality about an impulse. It is the kind 
of phenomenon one could see oneself express 
under given conditions. The impulsive act 
usually does not have the bizarre meaning- 
less character of the compulsion nor is it as 
alien to the ego. Actually the impulsive act 
usually has a certain meaning quite apparent 
to the observer (the explosive aggressive 
attack versus the dressing ritual). Generally 
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it is wholly or partly in harmony with the 
momentary aims of the psyche. Morbid im- 
pulses may be felt in the same way as normal 
impulses are felt by normal people. How- 
ever, the morbidity lies in the irresistible 
quality, in the manner in which the impulse 
is expressed, and that it is expressed in an 
unsuitable setting. 

Pleasurable component.—The impulse has 
a primary pleasurable component at the mo- 
ment of expression. The individual with an 
impulse disorder may not and usually does 
not like his impulse, but at the height of its 
expression usually finds it pleasurable. He 
may hate and criticize himself and may be 
horrified by the fact that he likes to do this 
even though it is against his will. However, 
the important fact is that he ultimately wants 
and likes to carry out the impulse in contra- 
distinction to the compulsive who feels com- 
pelled to do something which he does not like 
to do. This is not always apparent and at 
times there is a shading over to the down- 
right unpleasurable. In the morbid impul- 
sive act the individual feels compelled to do 
something which a normal person usually 
would not do because of certain restriction 
or controls but something he might do under 


certain circumstances. In some morbid im- 
pulses, as in perversions, the patient is forced 
to like something against his will, but ulti- 
mately the experience is pleasurable. 

Minimal distortion of the original impulse. 
—The impulse as expressed very nearly re- 
sembles the original desire of the individual, 
sometimes very clearly, other times less so. 
Although it is quite true that, in many con- 
ditions, impulsive behavior may be used as 
a defense, there is creeping through into the 
act itself sufficient of the original desire or 
impulse that the degree of distortion is not 
as marked as in classical neurotic symptoms. 

Irresistible quality—There is a degree of 
compulsion and irresistibility about the mor- 
bid impulse which links it to very primitive 
drives. At times the subject simply cannot 
resist the temptation to yield. 

With these remarks as background, we 
now turn to a discussion of the specific im- 
pulse disorders. 

Clinically the impulse disorders fall into 2 
large groups (Fig. 1). The first is charac- 
terized by a symptom or symptoms, more or 
less discreet, resembling the classical symp- 
tom neurosis. This group contains 3 sub- 
groups: the impulsion neuroses, the perver- 
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sions or the impulsive sexual disorders, and 
the catathymic crises(I1I, 12). 

In the first subgroup the impulse revolves 
around a specific activity or activities which 
represent the main problem of the patient. 
These are so conspicuous that they consti- 
tute a recognizable symptom resembling very 
much that seen in symptom neurosis. An- 
alysis of the symptom brings out its impul- 
sive quality and the above-described charac- 
teristics of the morbid impulses. However, 
the original impulse is markedly distorted 
and if the act itself is not distorted, the set- 
ting in which it takes place is highly inappro- 
priate. This is seen in kleptomania, pyro- 
mania, nomadism, the addictions, etc. 

Closely allied to this group and occasion- 
ally combined with it (pyromania and exhi- 
bitionism) are the so-called perversions or 
impulsive sexual disorders. These run the 
gamut from the understandable to the diffi- 
cult to comprehend (rape to pedophilia). 
The features stand out symptom-like, but 
the disturbance is more closely allied to the 
original impulse, which is of a sexual nature. 
The impulse as expressed may be used de- 
fensively but this is usually a compromise 
and the impulse is still tied up with some 
original group of sexual impulses, all of 
which do not come to expression. 

Included under the symptom picture of 
the impulse disorders is a syndrome that has 
been the subject of controversy. However, 
because it is clearly characterized by a dis- 
turbance of impulse it has been included here 
—the so-called catathymic crisis(10). The 
picture is generally one of an isolated, non- 
repetitive act of violence, which, although 
occurring suddenly, usually has a develop- 
mental background of intolerable tension, un- 
conscious or conscious. The acts may run the 
gamut of murder, fire-setting, self-castration, 
infanticide, suicide, etc. There are generally 
no other gross mental disturbances, although 
all of the above may be merely symptomatic 
of an underlying malignant psychiatric illness. 

The second large group of impulse dis- 
orders, the so-called character impulse dis- 
orders, are characterized by a diffuseness of 
the impulse disturbance which permeates the 
personality without specifically attaching it- 
self to any one kind of impulse. In structure 
this group resembles strongly the character 


disorders, and the symptoms, as in the latter, 
are more egosyntonic than in the symptom 
impulse disorders. These individuals gen- 
erally are intolerant of tension; their frus- 
tration tolerance is very low, and in the face 
of deprivations they tend to react explo- 
sively. They are frequently on trigger edge, 
inwardly seething and churning. The patient 
may recognize this, reproach and berate him- 
self for his behavior, and be frequently de- 
pressed by his actions, at times to the point 
of attempted self-destruction. These are usu- 
ally primitive infantile and immature char- 
acters. 

This group presents some rather interest- 
ing features requiring further evaluation. 
Several years ago on the adolescent ward at 
Bellevue we saw youngsters presenting a pic- 
ture of hyperkinesis, extremely impulsive and 
cruel behavior. Many of them developed 
these personality changes after illnesses, and 
the symptoms were associated with those 
seen in the post-encephalitic behavior dis- 
order. Sometimes the encephalitic process 
seemed to be associated with one of the ex- 
anthematous diseases, or to follow a head in- 
jury. These cases on some occasions showed 
neurological findings, at other times such 
findings would be minimal. In working with 
adults we observed similar pictures and our 
experience with the adolescents led us to 
examine more closely some of these adults 
who had in common this explosive impulsive 
component. We originally saw this picture 
in adults during the war in many of the 
merchant seamen and soldiers whose condi- 
tion was described as a traumatic neurosis. 
They were exceedingly tense and irritable. 
In the army they were frequently charged 
with having explosively attacked a superior 
officer. 

Some of these patients revealed interesting 
EEG findings. In spite of the absence of a 
convulsive history, some showed rather typi- 
cal epileptoid records occasionally seen in the 
motor equivalents. Their explosive behavior 
could at times be controlled by medication. 
In others the EEG showed some form of 
pathological discharge in the temporal lobe. 
Still others showed rather nonspecific, dif- 
fuse, dysrhythmic patterns. 

We were interested to learn that in Eng- 
land a group of observers(8) had reported 
abnormal EEG findings in what they called 
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aggressive psychopaths. The findings closely 
resembled those seen in many of our cases. 
The disturbances were generally localized in 
the temporal areas (posterior temporal lobe). 
The records ran the gamut from full-blown 
epileptic and epileptoid to other diffuse dis- 
turbances. 

Schwade and Geiger(g) reported the case 
of a 13-year-old boy who, without premedi- 
tation, shot and killed his mother. There 
were previous indications of uncontrollable 
impulses frequently expressed in shooting 
birds and small animals. While in a deten- 
tion home he had two more outbursts of 
“white heat.”” EEG’s revealed findings typi- 
cal of thalamic and hypothalamic disorders. 

Our findings led us to consider one type 
of impulsive character disorder as being 
caused by or associated with an organic 
component. Sometimes the origin of this 
component is known, sometimes not. The 
impulsive character disorders which revealed 
some organic substrate do not, however, com- 
plete the picture, as we were still presented 
with a large group in which organic findings 
cannot be demonstrated but in whom the 
impulse disturbance nonetheless seems to be 
woven into the warp and woof of the per- 
sonality. The impulsivity pervaded the char- 
acter to such an extent that descriptive terms, 
frequently used by laymen, were employed to 
designate a given case: “He’s hot tempered, 
he blows his top easily,” etc. These patients 
are intolerant of tension or frustration. 
Whatever they need they must have immedi- 
ately. They cannot postpone reactions ; they 
generally act instead of think. The action 
may be in direct line with the underlying im- 
pulse : they are angry at some one, they strike 
out. Sometimes the action may be nonobjec- 
tive and nongoal-directed, a wild, impulsive 
flailing out in all directions. 

The major conflict generally lies between 
the tendency toward violence and the need 
to repress aggression because of the fear of 
loss of love. Deep-seated anxieties are un- 
mistakably present and usually depression 
can be elicited by merely scratching the sur- 
face. Indeed it is this depression that is at 
times the core of the problem and has to be 
dealt with before these impulse disorders can 
be controlled. 

In their behavior these individuals may 
resemble the psychopathic personality, and by 


some they are so classified. But the psycho- 
path does not go through the self-castigation, 
the deep sense of guilt and self-reproach as 
these individuals so frequently do. In per- 
sonality and character they are different 
from the psychopath. They can establish 
object relationships and very intense trans- 
ference relationships, which further differ- 
entiate them from the psychopathic person- 
alities, and obviously has a different prog- 
nostic implication. 

As indicated above, the impulsive activity 
in these patients is usually understandable 
and in line with the original impulse. On 
the other hand, there are some impulsive 
characters who shade over to the so-called 
“acter-outer” seen in some neurotic character 
disorders. Acting-out was first studied in 
connection with analytic treatment where it 
arose as a complication of transference. Con- 
flicts, anxieties, feelings, instead of coming 
out during treatment, expressed themselves 
in a bit of behavior in the community which 
frequently was lost to the therapist. This 
may be exemplified by the frigid woman 
who, early in treatment, suddenly becomes 
sexually active, demonstrating, among other 
features, a running away from and a fear of 
positive transference. These “acter-outers” 
are sometimes very restless and hyperactive, 
tending to “act out” emotional conflicts gen- 
erated in treatment, at times in an explosive 
and impulsive manner. This behavior may 
be quite different from the original impulse 
and conflict and sometimes takes on a sym- 
bolic character. At other times the type of 
emotion which should come out in analysis 
comes out in another situation displaced onto 
another individual. The term “acting-out” 
was gradually expanded when it was seen 
that some individuals seem to dramatize 
their conflicts in an indirect and distorted 
attempt to solve a conflict or gratify a wish 
or probably both. They repeatedly perform 
acts and undergo experiences which follow 
a regular pattern and appear out of pro- 
portion to the over-all situation (repetition 
compulsion ). 

The behavior of these persons is not neces- 
sarily impulsive and many of them are not 
classified with the impulsive disorders, but 
we do see impulsive acter-outers who tend 
to shunt off their conflicts into repeated im- 
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pulsive actions and, therefore, some acter- 
outers are included among the impulsive 
characters. 

We turn now to a consideration of the 
dynamic and genetic features of this syn- 
drome. Although much information has been 
gathered we are still far from a clear formu- 
lation as to the correlation of the data re- 
cently collected and the information alread ; 
known. Perhaps we may start with an exam- 
ination of the conditions which are necessary 
for an impulse to come to expression and 
how these conditions are established. 

The breaking through of an impulse de- 
pends upon the sufficiency of the control ap- 
paratus. Insufficiency may result from direct 
impairment of the control apparatus or from 
an increase in the strength of an impulse. 
This may be physiological or psychological. 

Evaluation of the factors that may lead to 
insufficiency of the control apparatus must 
take into consideration constitutional factors, 
early developmental experiences, and present 
forces and stresses impinging upon the per- 
sonality. 

In considering constitutional factors, there 
is ample evidence that individuals are born 
with varying degrees of efficacy of the con- 
trol apparatus as well as in the strength of 
the drives. As for the latter, Fries(3) has 
shown how at the time of birth infants dem- 
onstrate differences in their motility patterns 
which might persist and characterize their 
subsequent motility; she calls this the con- 
genital activity type. 

The Congenital Activity Type is dependent upon 
the neuromuscular system. Part of the excitability 
of this system is a biological result of inheritance, 
intrauterine life and birth... . 


Individuals are born with varying poten- 
tials in feeling, motility, and reactability. 

We are familiar with the physiological 
potential in the control apparatus. Evidence 
of nuclear potential of such a control appara- 
tus which we know exists physiologically is 
now being presented psychologically as well. 
This may develop out of an undifferentiated 
state with id and ego potentials, or an ego 
potential may exist side by side with an id 
potential and may develop partially auto- 
nomously(4, 6, 7). 

We know that early developmental expe- 
riences, may interweave with, influence, and 


be influenced by the potentials as expressed 
in the constitutional endowment. Fries(3) 
points out that: 

Through imitation and identification too, there is 
a greater predisposition for the active child to 
imitate and identify with actions ... in contrast 
to the quiet child, who tends to take over the emo- 
tions . . . of those in its environment. In this way 
the Congenital Activity Type predisposes the child 
to react selectively to such environmental stimuli 
as will reinforce its congenital tendencies and, as 
seen before, the environment might do likewise! 


Early disturbances, physiological, psycholog- 
ical, or both, may create insufficiencies of 
control. Physiologically, among the early 
developmental experiences there exist pos- 
sibilities of various traumata, such as head 
trauma, encephalitis, etc., which may lead to 
direct impairment of the control apparatus 
or to an increase in the strength of impulses 
and drives. 

We have been led by some considerations 
to feel that in many cases, say in the post- 
encephalitic, we may be dealing with an in- 
sufficiency of the total control apparatus not 
so much due to a defect of the cortical con- 
trol apparatus per se, as by an increase in 
the strength of the impulses themselves, 
leading to a relative insufficiency. Many post- 
encephalitics show a paucity of evidence of 
cortical damage pathologically. Clinically we 
see autonomic nervous system disturbances, 
disturbances in convergence, pupillary dis- 
turbances, all pointing to lower level damage, 
hypothalamically as well as in other areas. 
This damage may in some way influence the 
flow of impulses to the cortex, perhaps per- 
mitting an overflow of the cortical control 
apparatus, leading to an insufficiency. In the 
above-quoted case of Schwade and Geiger 
(10) the outstanding EEG findings were at 
the thalamic and hypothalamic level. 

Psychologically, excessive demands made 
upon the control apparatus or disturbance in 
the objects with which the individual identi- 
fies in establishing a control apparatus may 
lead to deficiencies in that apparatus. Clini- 
cally, the result may be an everlasting taking, 
demanding, “give-me” attitude with intoler- 
ance of frustration somewhat like that of 
certain oral characters. Another type was 
described by Reich(8) as an impulse-ridden 
character with the following background: 
(1) an overindulgence and giving-in to needs, 
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wishes, and impulses without control, leading 
to the establishment of full development of 
such impulses ; (2) sudden, extreme frustra- 
tions arriving too late to create any sort of 
balance between impulse and control. The 
combination of these two experiences fre- 
quently results in a clinical picture character- 
ized by the indulgence in impulsive activity, 
followed by a period of remorse with a great 
deal of anxiety and self-reproach. 

Certain psychologicai considerations have 
led to some understanding as to why the 
body rather than language is used so much 
more in impulse disorders as a medium of 
expression. Greenacre(5), in discussing this 
problem in connection with the phenomenon 
of acting out, postulates that rather early 
in life when body motion and activity still 
represent the most effective communication 
medium, traumatic experiences may inhibit 
speech development and upset the balance 
between speech and action. Such individuals 
might then persist in the belief of the magic 
power of action to get things done. They 
continue to use action as a medium of com- 
munication. This, plus constitutional factors 
and early frustrations(1), may lead to a 
tendency to act cut. 

It is probable that a combination of many 
factors, the constitutional plus very early 
traumatic experiences, in both gratification 
and frustration, or the addition of physical 
or psychological traumata may result in an 
over-all quality of impulsivity which lays the 
groundwork for the subsequent expression 
of morbid impulses. 

In this setting, the impingment of present 
forces and stresses bring about the expres- 
sion of impulsive behavior. These forces and 
stresses may run the whole gamut of life- 
experiences, psychological and physiological. 
Various physiological phases in development, 
such as puberty and menopause, may bring 
variations in the strength of drives, an insuf- 
ficiency of control being established with a 
tendency for the breaking-through of such 
impulses. In addition, various traumata, in- 
juries, illnesses or emotional experiences 
may play a role in contributing to the break- 
down of the control apparatus. All of these 
present forces and stresses will weave them- 
selves into the structure of the individual 
who comes to his current experiences with 


constitutional potentials and early develop- 
mental experiences which have already lent 
to the personality a tendency toward im- 
pulsivity. 

Special coloring of the impulse is lent by 
the specific experiential factors in an indi- 
vidual’s development. It is these that deter- 
mine the nature cf the impulses that break 
through, whether they come through directly 
or in a distorted fashion, sexualized or de- 
sexualized. The impulse may have been one 
which at one time supplied a great deal of 
gratification or was a source of security. 
This act may then be used subsequently in a 
defensive way against fear, as may be seen 
in certain exhibitionistic acts. In some im- 
pulse disorders the defensive component may 
be much stronger and distort the original 
sexual impulse to such a degree as to be 
expressed clinically in a desexualized form. 
The degree of defense for which purposes 
the impulse serves will determine whether it 
appears in a distorted form or in one more 
closely resembling the original impulse. In 
still other cases it is only the quality of im- 
pulsivity which permeates the character. It 
is not goal-directed in its original form but 
the impulsivity may be directed toward what- 
ever goal is presented by a given situation. 


SUMMARY 


We have presented certain clinical pictures 
typified by a disorder of impulse. This dis- 
order may express itself in a rather specific 
symptomatic disturbance appearing as an im- 
pulse neurosis, a perversion, or a catathymic 
crisis. On the other hand, the disturbance 
may be more diffuse and nonspecific, per- 
vading the total personality and behavior of 
the individual, expressing itself in a charac- 
ter disorder. In the impulsive character dis- 
order we sometimes find evidence of a rela- 
tionship to organic factors. However, there 
is another large group belonging to the im- 
pulsive character disorders which does not 
show such evidence of organicity and yet is 
characterized by the same infantile, explo- 
sive, impulsive behavior seen in the former. 

In surveying the genetic and dynamic fac- 
tors, it is apparent that no one factor in and 
of itself determines the development of an 
impulse disorder. 
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Constitutional factors, early developmental 
experiences, present-day forces and stresses 
impinging upon the individual contribute to 
the efficacy of the control apparatus or to the 
strength of drive. Constitutionally, varying 
drive and control potentials, physiologically 
as well as psychologically, interweave with 
early developmental experiences. Among the 
latter are psychological ones such as oral 
traumata possibly leading to an intolerance 
of frustration with demands for immediate 
gratification. Interference with speech-action 
relationships may result in the latter persist- 
ing as the medium of communication, thus 
leading to a tendency toward acting out. 

Physiologically, illness and physical trau- 
mata may increase the strength of the drives 
or weaken the control apparatus. The con- 
stitutional and early developmental experi- 
ences may lend a quality of impulsivity to the 
character, which in the face of current forces 
and stresses may result in impulsive behav- 
ior. Specific early experiences may supply 
the clinical clothing which envelopes the im- 
pulse skeleton leading to either direct or dis- 
torted expression of a given early impulse. 


The result is a wide array of clinical syn- 


dromes, which have as their common denom- 
inator an impulse disorder. 
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METABOLIC STUDIES IN MONGOLISM 
SeruM Ioprine, CHOLESTEROL, AND LIPOPROTEIN * 


ALEXANDER SIMON, M.D., CHARLES LUDWIG, M.D., JOHN W. GOFMAN, M.D., anp 
G. HAMILTON CROOK, Pu.D.,2 SAN Francisco, Cair. 


In recent years, few syndromes associated 
with mental retardation have evoked as much 
interest and study as mongolism. Cretinism 
and mongolism were confused for many 
years, but now with the development of 
newer laboratory techniques the two may be 
more accurately differentiated. The diagnosis, 
pathogenesis, and treatment of cretinism are 
fairly well established, but this is not so true 
of mongolism, although accumulated observa- 
tions provide a more adequate basis for cur- 
rent and future investigations. It is beyond 
our scope here to summarize this information, 
which has already been compiled in the ex- 
haustive reports of Brousseau(4) and Benda 
(1). There is a remarkable paucity of infor- 
mation concerning thyroid, cholesterol, and 
lipid metabolism in mongolism, and of the 
data available much is conflicting. In order 


to amplify knowledge in this area, the present 
study was undertaken. 


METHOD 


A series of 74 patients (age 5 to 50), re- 
siding at the Sonoma State Home, with diag- 
nosis of mongolism, was studied. As a control 
for the group of mongoloid children (age 5 
to 15), a series of 17 patients of similar age 
and diagnosed as “undifferentiated mental 
deficiency” was also studied. Each patient 
was carefully examined clinically, and in all 
instances the diagnosis was reviewed by a 
professional group with many years of ex- 
perience in the care and treatment of the 
mentally retarded. A survey was made to 
determine if any unusual dietary factors ex- 
isted that might influence the levels of serum 
protein-bound iodine, cholesterol, or lipopro- 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif, 
May 4-8, 1953. 

2 From the Department of Psychiatry, University 
of California School of Medicine, San Francisco; 
the Division of Medical Physics, University of Cali- 
fornia, Berkeley; and The Langley Porter Clinic 
and Sonoma State Home, Department of Mental 
Hygiene, State of California. 


tein; none was found. The diet for each 
group of patients was essentially the same. 
In addition to the usual routine laboratory 
examinations, certain special studies were 
made. Blood samples were taken from the 
group of 74 mongoloid patients of both sexes 
(43 males and 31 females; average intelli- 
gence quotient, 27), ranging in age from 5 to 
50, and from a group of 17 patients of both 
sexes (9 males and 8 females ; average intelli- 
gence quotient, 56), ranging in age from 5 to 
15, and diagnosed as “undifferentiated type 
of mental deficiency.” In all cases, there was 
consensus by the psychiatric staff as to diag- 
nosis ; there were no conflicting neurological 
disorders ; and no patient was receiving thy- 
roid medication. 

The following tests were carried out: (1) 
serum protein-bound iodine* (PBI); (2) 
serum cholesterol ; * (3) S¢ 12-20 lipoprotein 
level.® 

The levels of serum protein-bound iodine 
in the mongoloid patients, age 5 to 15, were 
compared to those obtained in the “Sonoma 
controls” (diagnosed as_ undifferentiated 
mental deficiency). The serum cholesterol 
levels in the mongoloids age 5 to 15 were 
compared to those reported in children by 
Kempe, et al.(10), and to the “Sonoma con- 
trols” (age 5 to 15). The serum cholesterol 
levels of the adult mongoloids age 16 to 25 


8 Microdetermination of the protein-bound frac- 
tion of serum iodine devised by Kolthoff and San- 
dell and adapted by W. T. Salter: Normal range: 
4.0 to 8.0 micrograms per 100 ml. of serum. The 
authors are grateful to Dr. Morris E. Dailey, di- 
rector of the Blood Iodine Laboratory of the Uni- 
versity of California, for his cooperation with this 
aspect of the study. 

* The method employed, developed by Colman and 
Herring, is to be published. Potassium hydroxide 
digestion is used before cholesterol extraction. The 
coefficient of reliability for the method (for tech- 
nical errors alone) is over 0.90. 

5 One Sr unit equals flotation rate of 1 10-18 
cm/sec/dyne/gm. The specified conditions for these 
studies refer to use of a sodium chloride solution 
of density 1.063 gms/cc at 26° C. Spinco Model L 
and Model E ultracentrifuges were used throughout. 
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and age 26 to 50 were compared to normal 
controls reported by Jones, et al.(g). The 
lipoprotein levels of the mongoloid patients 
age 5 to I5 were compared to the “Sonoma 
controls” of the same age, and also to the 
series of normal children reported by Kempe, 
et al.(10). The lipoprotein levels of the mon- 
goloid patients age 16 to 25 and age 26 to 50 
were compared to the normals of the same 
age groups reported by Jones, ef al.(9). 


RESULTS 


Serum protein-bound todine.—In this test 
the protein-bound fraction of iodine is meas- 
ured. A condition like thyrotoxicosis is char- 
acterized by elevation in the protein-bound 
iodine (above 8.0 micrograms per cent), 
while hypothyroidism or myxedema is char- 
acterized by decreased concentration of this 
iodine fraction (below 4.0 micrograms per 
cent). Such studies allow quite accurate 
evaluation of thyroid function, much more 
than the basal metabolic rate or the serum 
cholesterol, both of which are variable and 
unsatisfactory as indices of thyroid function 
(13). Danowski, et al.(5) have reported on 
the protein-bound iodine levels of a group of 
64 apparently normal children age 6 to 18 
years, and cite an average level of 4.7+0.8 
micrograms per 100 ml., a mean value unin- 
fluenced by sex or normal variations in phy- 
sique, but they mention a trend toward 
slightly lower levels in early adolescent years 
and in those whose intelligence quotient is 
below 90 (between 73 and 90). In the pres- 


ent study there were no significant differences 
in the PBI levels of the mongoloids as com- 
pared to the “Sonoma controls,” although the 
average I. Q. of the mongoloids was 27 and 
that of the “Sonoma controls” 56. This nega- 
tive finding might well result from the small 
number of cases studied. The mean value for 
the mongoloid children (age 5 to 15) was 
6.20+ 1.34 micrograms per 100 ml. as com- 
pared to the mean value of the “Sonoma con- 
trols” of 6.08+0.77 micrograms per 100 ml. 
Nc significant differences appear between the 
two sexes in either the mongoloid patients or 
the “Sonoma controls.” The mongoloids age 
5 to 15 (N=25) show a higher protein- 
bound iodine level (6.20+1.34 micrograms 
per 100 ml.) than do the mongoloids of the 
age 16 to 25 (N=23) (5.25+1.37 micro- 
grams per 100 ml.). This is significant at 
the 5% level. A direct comparison of the 
protein-bound iodine levels in these mongo- 
loid patients to those of normals reported by 
Danowski, et al.(5) cannot be made with as- 
surance because of differences in technical 
method. 

Serum cholesterol_—For many years it has 
been noted that an elevation in blood choles- 
terol accompanies hypothyroidism. However, 
the correlation is far from perfect. While an 
elevated serum cholesterol is of value diag- 
nostically in the recognition of hypothyroid- 
ism and cretinism, a level below 250 mg. per 
cent does not by any means preclude the pos- 
sibility of decreased thyroid activity. Serum 
cholesterol elevations of 37 normal children 


TABLE 1 


Serum CHOLESTEROL LeveLs IN NorMAL (AGE 0-15 YEARS), “Sonoma Controts” (AcE 5-15 YEARS), 
AND Moncotorp (AGE 5-15 YEARS) CHILDREN 


Cumulative frequencies and percentages 


Mg.% of Serum 
olesterol 


* Data estimated from Kempe, et al.(10), 


“Sonoma 
Controls”’ 


Mongoloids 
(N = 20) 
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age O to 15 were estimated from the data of 
Kempe, et al.(10), and compared with mon- 
goloid patients age 5 to 15 and the “Sonoma 
controls” of the same age group. The 37 nor- 
mal children showed lower cholesterol levels 
than did the 20 mongoloids. Thus, for ex- 
ample, 23 (or 62%) of the normal children 
revealed cholesterol values below 150 mg. per 
cent, whereas only 4 (or 24%) of the “So- 
noma controls” and only 2 (or 10%) of the 
mongoloids showed serum cholesterols that 
low. These differences are both highly sig- 
nificant beyond the 1.0 per cent level by the 
chi square criterion (see Table 1). When the 
20 mongoloid patients age 5 to 15 are com- 
pared to 17 “Sonoma control” patients of the 
same age group as to their respective levels of 
serum cholesterol, there is no significant dif- 
ference between the 2 groups. In the older 
groups (16 to 25 and 26 to 50) no significant 
differences appear in serum cholesterol levels 
between the mongoloid patients and normals 
as reported by Jones, et al.(9). Mentally re- 
tarded children, whether the diagnosis is 
mongolism or “undifferentiated mental de- 
ficiency,” have significantly higher serum 
cholesterol levels than normal children. 

As measured by serum cholesterol levels 
(if this is considered a valid test for thyroid 
activity), thyroid function in mongoloid pa- 
tients age 5 to 15 is significantly different 
from that of a group of normals age 0 to 15, 
but not significantly different from a group 
of other cases of mental retardation age 5 to 
15 living in the same institution. As measured 
by serum protein-bound iodine levels, how- 
ever, thyroid function in mongolism is not 
significantly different from that described in 
normals in either the child or adult groups as 
noted above. 

Lipoprotein levels—The basic technique 
involved in the ultra-centrifugal flotation 
analysis of lipoproteins has been previously 
described (6, 7, 8, 11, 14), and demonstrates 
that for a given individual not under the in- 
fluence of a special diet, disease, or drug 
there is a characteristic lipoprotein pattern, 
the lipoproteins being segregated on the basis 
of density of molecules named by their char- 
acteristic flotation rates(6, 7,8, 11,14). The 
lipoprotein “spectrum” between Sy 12 and Sy 
20 is highly correlated with the degree of 
atherosclerosis in human beings, and this cor- 


TABLE 2 
CoMPARISON OF 144 NorMAL Curtpren (N), AcE 0-15, 17 “Sonoma Controts” (SC), AcE 5-15, AND 24 Moncotomps (M), AGE 5-15, ON Se 12-20 


Cumulative frequencies and percentages 


omputed from cumulative percentages reported by Kempe, et al.(10). 
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relation is very much higher than the rela- 
tionship between serum cholesterol levels and 
atherosclerosis (at least 2 to 4 times as 
great). 

When 144 normal children age 0 to 15, 17 
“Sonoma controls” age 5 to 15, and 24 mon- 
goloids age 5 to 15 are compared as to their 
respective levels of lipoproteins in the S- 12- 
20 class, it may be noted from Table 2 and 
Fig. 1 that 87 (60%) of the normals have 
St 12-20 levels lower than 11 mg. per cent, a 
value lower than that of any mongoloid. One 
hundred and thirty (90%) have S- 12-20 
levels lower than 33 mg. per cent, and only 4 
(17%) of the mongoloids have levels this 
low. All of the “Sonoma controls” (100% ) 
have levels below 44 mg. per cent of the Sy 
12-20 fraction, and only 9 (38%) of the 
mongoloids have levels this low. Of the nor- 
mals, 87 (60%) have levels below 11 mg. per 
cent, but only 1 (6%) of the “Sonoma con- 
trols” has a level this low. The level of lipo- 
proteins in the S- 12-20 class is obviously 
highest in the mongoloid group, intermediate 
for the “Sonoma controls,” and lowest in the 
normal group. These differences are highly 
significant for each intergroup comparison 
when tested by the chi square criterion. Thus, 
for example, for the relative number of mon- 
goloids and normals with S¢ 12-20 level be- 
low II mg. per cent, chi square is 28, which 
represents a probability of less than 4» of 
1% that the obtained difference would have 
occurred by chance. 


99 
12-20 LEVEL IN CHILOREN 
& 88 4 @—® /44 NORMAL CONTROL (AGED 0-15) 
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When the group of normals age 18 to 25 
is compared with the group of mongoloids 
age 16 to 25, as to their respective levels of 
lipoproteins in the S¢ 12-20 class, 77 (40%) 
of the normals have S¢ 12-20 levels below 20 
mg. per cent while only 1 (4%) of the mon- 
goloids is this low. Of the normals, 124 
(64%) are below 30 mg. per cent, while only 
7 (30%) of the mongoloids are below this 
level. Of the normals, 168 (87%) are below 
40 mg. per cent, while 11 (48%) of the mon- 
goloids are below this value. Again these dif- 
ferences are highly significant with a proba- 
bility of less than 1% that such differences 
would have occurred by chance (see Table 
3 and Fig. 2). In the age group 26 to 50, 
these differences in the S- 12-20 fraction of 
lipoproteins between the normals and the 


TABLE 3 
CoMPARISON oF 192 NormMAL Controts (N), AcE 18-25, AND 23 MoncoLorps (M), AcE 16-25 on Sr 12-20 


Cumulative frequencies and percentages 


Female 


F. 


100 

92 

77 

54 

39 


* Data estimated from article by Jones, et al. (9). 


ok 


% 


° 


a 
Male Total 
= N* M N* N* M 
97 13 95 192 23 
Group No. F. % F. % F. % F. % 
80- 89 ..... 97 100 we il 192 100 22 06 
60- 69 ..... 96 99 I 19! 99 22 06 
a 50- 59 ..... 95 98 I 93 188 08 21 gI 
40- 49 ..... 93 96 I 184 96 
4 , 30- 30 ..... 90 93 78 168 87 II 48 
e 20- 29 ..... 61 63 63 1244 64 7 30 
a 10- 19 ..... 37 38 40 10 77 40 I 04 
10 15 = 25 13 I 04 


\o 


A. SIMON, C. LUDWIG, J. W. GOFMAN AND G. H. CROOK 


143 


° 


Sp 12-20 LEVEL 

| 97 WORMAL MALES 

95 NORMAL FEMALE. 
MONGOLIAN MALES 
&---0 JOMONGOLIAN FEMAL 


° 


AGED 

18-25 
AGED 
25 


° 


Mg %e Sp 12-20 MOLECULES IN SERUM 


30 40 50 60 70 90 100 


10 20 0 80 
PERCENTAGE OF GROUP BELOW GIVEN S¢ 12-20 LEVEL 


Fic. 2 


mongoloids did not appear, perhaps because 
of the small number of cases in the older 
mongoloid groups. 


Discussion 


In the study of protein-bound iodine levels 
in the various types of mental illness, Bow- 
man, et al.(3) report that among groups of 
schizophrenics, manic-depressives, and psy- 
choneurotics the mean value of all groups fell 
within the normal range. However, a signifi- 
cant difference was found between the means 
of normal and psychiatric groups beyond the 
+ of 1% level, the mean of the psychiatric 
group being lower primarily because of the 
manic-depressive group which was signifi- 
cantly different from the controls. The mean 
value of the levels of serum protein-bound 
iodine in the groups of mongoloid patients 
and patients diagnosed as undifferentiated 
mental deficiency, in contrast, fell within nor- 
mal limits and were not significantly different 
from those reported in normal children. 
There was no indication either by clinical 
study or as measured by this function that 
there was any evidence of hypothyroidisin in 
these persons. 

Mader and Bingenheimer(12) report cho- 
lesterol averages as low as 80 mg. per cent 
in mongoloids up to 10 years of age, and con- 
clude: “The cholesterol curve follows the 
normal curve in a distance of 40 to 50 mg. 
per cent without ever approaching the normal 
value.” Bixby(2), on the other hand, states 
that the fasting serum cholesterol of 50 mon- 


goloid patients, age 2 to 29 years, was within 
normal limits, and that this indicates that hy- 
pothyroidism is not present in mongoloids, at 
least after the second year of life. However, 
Benda(1), utilizing the same data and some 
additional cases, concludes that (in mongol- 
oids) “The lipid metabolism shows a definite 
elevation of the cholesterol level in the ma- 
jority of cases, the values being between the 
normal level and the level of athyroidism.” 
The present study indicates that the serum 
cholesterol level in children (age 5 to 15) 
suffering from mongolism is significantiy ele- 
vated when compared to normals, although 
this is not true of the older patients. Since 
the cholesterol level of the serum is not too 
accurate a measure of thyroid activity, and 
since the levels of protein-bound iodine are 
not lower than those reported in normal chil- 
dren, it cannot be definitely stated that this 
comparative elevation in serum cholesterol 
necessarily proves decreased thyroid activity 
in mongolism. 

The lipoprotein level (S-¢ 12-20) of mon- 
goloid children is, however, very significantly 
higher than that in the group of undifferen- 
tiated mental defectives, and even more sig- 
nificantly so when compared to a group of 
normal children. How much this may be re- 
lated to thyroid function or to the function 
of other endocrine glands is not yet known. 
The effect of decreased thyroid function on 
this fraction of lipoproteins has not yet been 
definitely established, although studies are 
now in progress. It is known, however, that 
elevated levels of S¢ 12-20 molecules of lipo- 
proteins are associated with increased tend- 
ency to atherosclerosis(6, 7, 8, 11, 14). It 
is also well known that mongoloids tend to 
die early in life, their life expectancy being 
only 10 years. It may be that those with more 
extensive disturbances in lipoprotein metab- 
olism tend to die before structural athero- 
sclerotic changes are evident. Benda(r), 
however, states: “In mongoloids beyond 25 
years of age, atheromatosis of the arteries is 
common.” Detailed general and neuropatho- 
logic studies of mongoloids are now being 
undertaken to clarify this problem. 


SUMMARY 


1. In order to study thyroid and lipid 
function in mongolism, the levels of serum 
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protein-bound iodine, cholesterol, and the 
fraction of S¢ 12-20 molecules of lipoproteins 
were studied in a group of 74 mongoloid pa- 
tients, and these were compared with the 
findings in normals and with a group of 18 
cases diagnosed as “undifferentiated mental 
deficiency.” 

2. There was no significant difference in 
the serum protein-bound iodine levels be- 
tween mongoloid children and “controls” of 
the same age. 

3. Mentally retarded children, whether the 
diagnosis is mongolism or undifferentiated 
mental deficiency, have significantly higher 
serum cholesterol levels than normal children. 

4. The most marked differences between 
mongoloids, normal, and control children oc- 
cur in the level of large molecule lipoproteins 
of the Sz 12-20 class, the mongoloids being 
highest, the cases of undifferentiated men- 
tal deficiency intermediate, and the normals 
lowest. 
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DISCUSSION 


Ciemens E. Benpa, M.D., anp Matcotm J. 
Farrett, M.D., Waverly, Mass.—It is very satis- 
fying indeed to hear this interesting report on meta- 
bolic studies in mongolism. It is hardly necessary 
to mention the importance of mongolism compared 
with all other types of mental deficiency. Accord- 
ing to a new estimate, there are about 500 mongol- 
oids born each year in New York City alone. Con- 
sidering the fact that practically all these children 
come from average, normal families who expect a 
normal child, it is certainly time that mongolism 
attracted more attention on the part of the physi- 
ologist, and the medical and psychiatric research 
worker. 

Anyone familiar with the condition of mongolism 
can only wonder that it is so difficult to establish 
more definite physiological data in a condition that 
is so strikingly different from the normal, and 
which can be so easily diagnosed even by physicians 
and laymen who have little experience otherwise. 
A child who is not only mentally defective but is 
so obviously dwarfed in its physical development, 
with nutritional difficulties in infancy, inclination 
to obesity, and anomalies in practically every sys- 
tem, should offer more striking biochemical anom- 
alies and yet all research has not yet been able to 
discover one single persistent metabolic anomaly 
which could be found in every case. 

Benda’s anatomical studies in mongolism are 
based on autopsy material now far exceeding 60 
cases. On the basis of this material, Benda could 
demonstrate the immaturity and slowness of brain 
develcpment, anomalies in the thyroid, adrenals, 
gonads, and pituitary. These studies provided evi- 
dence that the thyroid and pituitary do not tunc- 
tion adequately in mongolism, but the physiological 
nature of the anatomical anomalies found after 
death has not yet been established. Some mongol- 
oids show definite evidence of hypothyroidism but 
the majority are not hypothyroid at all times, and 
some actually show possible evidence of hyper- 
thyroidism, or toxic functions of the thyroid. The 
inadequacy of the pituitary has been demonstrated 
clinically by the growth deficiency, the gonadal in- 
adequacy, and studies of the cartilage bone borders. 
The studies presented by Simon, Ludwig, and 
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Gofman deal with the cholesterol level, which was 
found within normal range. We have recently done 
a similar study, which was presented in New York 
in February 1953, and also found that the choles- 
terol is within normal range in the great majority 
of cases. 

The data on PBI indicate that none of the cases 
apparently was below 4 gamma per cent, and two 
were above the normal range of 8, with one value 
8.3 and one 10.6 respectively. We have done a simi- 
lar study during the last year in connection with 
the Thyroid Laboratory of the Massachusetts Gen- 
eral Hospital and found similar results, namely, that 
the great majority of children were within the so- 
called euthyroid range of 4 to 8 gamma per cent. 
However, we had two infants of 4 months and 1 
year and 3 months respectively, who showed values 
of 3.8 and 3.5 gamma per cent, which seemed defi- 
nitely below the norm. On the other hand, there 
was one infant of 1 month with a level of 10 gamma 
per cent, which is definitely above the norm. This 
child will be followed up by further studies. 

We are wondering whether with the age group 
studied by the California workers (7 to 20 years of 
age) and our age group (16 to 28) it is actually 
not feasible to get striking results. We have re- 
cently started to study babies and infants, and in 
8 cases we have 2 with values below the norm and 
1 above, which makes a relatively high percentage 
of abnormal values. 

In connection with the Medical Research Depart- 
ment of the Beth Israel Hospital in Boston (Dr. 
Freedberg and co-workers) a study of the thyroid 
function with I 181 has been made with the same 
patients. This study shows that the uptake of radio- 
active iodide is slightly slower than in the average 
of the same age, but the changes are not striking 
enough to place the group definitely in a subnormal 
category. 

We may refer briefly to our studies of the eosino- 
philic count after ACTH and adrenalin injection. 
After ACTH injection, 10 cases out of 23 showed 
abnormally low values, values which were definitely 
pathologic. After adrenalin injection, 14 of the 22 
cases showed abnormal reaction—more than 50% 
of the cases studied. 

We agree completely with the remarks of the 
speaker that “there is no definite disturbance in 
thyroid metabolism demonstrated in mongolism by 
these techniques” but “the presented data do not 
imply that the thyroid gland is normal.” 


An entirely new approach to the problem is 
offered by Gofman and co-workers in their study 
of serum lipoprotein tfevels. This study demon- 
strates that the large molecule lipoproteins of the 
Ss 12-20 class are definitely elevated as compared 
to the normal controls. This is a discovery of great 
interest and possible consequences. Gofman and 
co-workers have shown previously that a similar 
elevation of the large lipoprotein molecules can be 
found in arteriosclerotic patients. Benda has not 
found, in his autopsy material, a remarkable in- 
crease of arteriosclerosis in mongolism. This, how- 
ever, may possibly be explained by the abnormally 
immature vascular system in mongolism, which re- 
mains small and underdeveloped throughout the 
life of the patient. Possibly the vascular system of 
the mongoloid may not be able to develop arterio- 
sclerosis in a way similar to the normal person, but 
the observations of Gofman are certainly worthy 
of a re-examination of the vascular system found 
in mongolism, and it is possible that a more careful 
study may well produce different results. 

It may be mentioned, however, in this relation- 
ship that senile plaques have been found rather 
frequently in mongolism at a relatively early age, 
and some investigators suspect their development is 
related to a metabolic disorder, depending on hypo- 
thyroidism. The observations of Gofman may, 
therefore, offer a clue to the development of senile 
plaques early in life, and may stimulate study of 
patients with Alzheimer’s disease with regard to 
the presence of large lipoprotein molecules in the 
blood serum. It may be of interest to the investi- 
gators, as well as the psychiatrist in general, that 
senile plaques and arteriosclerosis do not appear 
in the same patient and, therefore, patients who 
have severe arteriosclerosis of the brain arteries 
practically never show senile plaques; and, vice 
versa, patients with senile plaques show no indica- 
tion of arteriosclerosis, at least not in the brain 
vessels. 

We may conclude the discussion, therefore, by 
saying that the presented data are not only ex- 
tremely interesting, and coincide completely with 
observations we have recently collected at the east 
coast, but that the study of the large lipoprotein 
molecules offers a new avenue for further research 
which may eventua'ly unveil the still prevailing 
mystery of this condition. 
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HISTORICAL NOTE 


ANCIENT MEDICINE IN CHINA 


The January-February number of the 
Chinese Medical Journal contains a scholarly 
article by Lee T’ao, of the department of 
medical history, Peking Medical College, on 
Chinese Medicine in the Northern Sung Dy- 
nasty (960-1127 A.D.). 

The author points out that this was a 
period of transition from ancient to medieval 
medicine, during which the old medical 
works were revised and compilations of new 
medical knowledge were published. 

It was a welcome period of peace follow- 
ing the dynastic struggles that came after 
the fall of the House of T’ang in 905, and 
industry, commerce, and the arts flourished 
anew. 

The Chinese invention of printing made 
dissemination of the new knowledge possi- 
ble. Block printing was in use by the tenth 
century and printed medical works began to 


appear. Movable types, invented early in the 
eleventh century, still further facilitated the 
widespread use of medical texts. During 
this period, when Moslem culture was in 
full flower, there was much traffic between 
the two civilizations and Chinese and Arabic 
medicine both profited by the exchange. 

It is noteworthy that at this early time 
emphasis was placed upon the quality of 
medical writing and elegance of style. It 
was a trend worthy of emulation today, al- 
though perhaps overdone in the Sung period, 
sometimes to the detriment of standards in 
medical publications. 

Dr. Lee has brought together an abun- 
dance of information relating to the healing 
art as it developed during this dynasty and 
his article constitutes a valuable chapter in 
the history of medicine. 


IDEA AND FACT 


. . . from the wisest Thought of a man to the actual truth of a Thing as it lies in Nature, 
there is, one would suppose, a sufficient interval! Consider it,—and what other intervals 
we introduce! The faithfulest, most glowing word of a man is but an imperfect image of 
the thought, such as it is, that dwells within him; his best word will never but with error 
convey his thought to other minds: and then between his poor thought and Nature’s 


Fact, . 


. . there may be supposed to lie some discrepancies, some shortcomings! Speak 


your sincerest, think your wisest, there is still a great gulf between you and the fact. And 
now, do not speak your sincerest, and what will inevitably follow out of that, do not think 
your wisest, but think only your plausiblest, your showiest for parliamentary purposes, 


where will you land with that guidance? 


—THomas CARLYLE. 
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OFFICIAL REPORTS 


NATIONAL INSTITUTE OF MENTAL HEALTH: REPORT OF 
DEVELOPMENTS 


FourtH CONFERENCE OF MENTAL HospiTraAL ADMINISTRATORS AND STATISTICIANS 


The Fourth Conference of Mental Hospi- 
tal Administrators and Statisticians, spon- 
sored by the National Institute of Mental 
Health, was held April 19 and 20, 1954, at 
the National Institutes of Health. Twenty- 
five persons from 17 States, the Veterans 
Administration, and the National Institute 
of Mental Health were in attendance. 

With one exception every member State 
of the Model Reporting Area will be using 
or will start to use the new revised psychi- 
atric nomenclature sometime during 1954. 
Every State represented is now using the 
Register of Hospitals Recognized and Au- 
thorized for the Treatment of Mental Dis- 
eases established by the Model Reporting 
Area,' to determine the first admission or 
readmission status of admitted patients. 

A resolution was passed reaffirming that 
decisions approved by the member States, as 
represented by their conference delegates, be 
binding on all such States as a prerequisite 
to membership in the Area, indicating that 
the urge to secure uniformity for interstate 


1The 15 States in the Model Reporting Area 
are: Arkansas, California, Illinois, Indiana, Kansas, 
Louisiana, Michigan, Nebraska, New Jersey, New 
York, Ohio, Pennsylvania, Texas, Virginia, and 
Wisconsin. 


comparisons dominated the thinking of the 
conference. 

In connection with the general review 
of the purpose and methodology of cohort 
studies of mental patients, a series of slides 
showing graphic results of such a study at 
the Warren State Hospital, Warren, Penn- 
sylvania, for first admissions trom 1916 to 
1950 inclusive, was shown and discussed. 
To meet the needs of States in the area of 
cohort study methodology, a committee was 
appointed to prepare a manual dealing with 
procedures and methods for setting up such 
studies. The committee would also attempt 
to evaluate hospital discharge and death 
rates currently in use, and make recommen- 
dations for the guidance of the States in 
view of the fact that there is considerable 
variation present in the types of discharge 
and death rates being published and in the 
uses to which they have been put. 

Another committee was set up to deter- 
mine ways and means of presenting statis- 
tical mental hospital data to the lay public 
in an easily understood manner. 

The value of this conference lay chiefly in 
consolidating gains achieved by the actions 
of previous conferences. There was general 
rededication to the theme of uniformity in 
definitions and statistical tabulations. 


First CONFERENCE ON MENTAL HEALTH CLINIC STATISTICS 


Approximately 60 persons from 28 States, 
the Veterans Administration and the Na- 
tional Institute of Mental Health, gathered 
at Bethesda, Maryland, April 21-22, for the 
First Conference on Mental Health Clinic 
Statistics, sponsored by the National Insti- 
tute of Mental Health. Present were repre- 
sentatives from the professions of psychia- 
try, clinical psychology, psychiatric social 


work, and statistics, on local, state, and na- 
tional levels. The highlights of the meeting 
were: 

(1) Emphasis on the importance of de- 
veloping uniform data on the preventive 
mental health program—what activities are 
being carried out, how they are being carried 
out, and how successful they are, both as an 
aid to the futher understanding and develop- 
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ment of this program and in line with the 
recommendations made at the recent Na- 
tional Governors’ Conference on Mental 


Health; (2) Review and discussion of a 
uniform report form on mental health clinic 
activities, scheduled to be initiated for na- 
tion-wide use on July 1, 1954; (3) Ex- 
change of information on statistical research 


Designation of 8 national committees to the 
conference to work on various problems of 
clinic statistics and research during the en- 
suing year. 

This conference represents a significant 
step in developing the framework for fur- 
ther cooperative efforts in a heretofore un- 
developed area. 


projects in the various States; and (4) 


THE DAY-TIGHT COMPARTMENTS 


Throw away, in the first place, all ambition beyond that of doing the day’s work well. 
The travellers on the road to success live in the present, heedless of taking thought for the 
morrow, having been able at some time, and in some form or other, to receive into their 
heart of hearts this maxim of the Sage of Chelsea: Your business is “not to see what lies 
dimly at a distance, but to do what lies clearly at hand.” 

Address before the first graduation class of the U. S. Army Medical School, Washington, 
—OsLER. 

Address before the first graduation 

class of the U. S. Army Medical School, 

Washington, D. C., Feb. 28, 1894. 


This teaching of Thomas Carlyle was one of tiie earliest and strongest influences in 
aes Osler’s manner of life. In a later address (Montreal Medical Journal, 1899) he 
said: 

“As to the method of work, I have a single bit of advice, which I give with the earnest 
conviction of its paramount influence in any success which may have attended my efforts 
in life—Take no thought for the morrow. Live neither in the past nor in the future, but 
let each day’s work absorb your entire energies, and satisfy your widest ambition.” 


And in his Yale essay, A Way of Life, he re-emphasized the theme: 

“Now the way of life that I preach is a habit to be acquired gradually by long and 
steady repetition. It is the practice of living for the day only, and for the day’s work, 
Life in day-tight compartments.” 


And Omar said: 
“There are two days about which I will not be anxious—the day that is yet to come, and 
the day that is past.” 
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SPECIAL ANNOUNCEMENT 


1955 PROGRAM ANNOUNCEMENT 


The Committee on Program invites the submission of material for presentation at the 
Annual Meeting in Atlantic City, May 9-13, 1955. 
Abstracts of papers should be submitted in the following form: 
1. Proposed title 
2. Purpose or aim 
3. Method 
4. Scope 
5. Findings 
6. Conclusions 
and may be sent to any member of the Committee.t Descriptions of films should be sent to 
Dr. Horwitz, or of scientific exhibits, to Dr. Sullivan. Requests for round tables should 
include proposed title and possible participants. 
The deadline is October 26, 1954, and applies also to Sections and Committees. 
The Committee wishes to thank all participants in the St. Louis meeting. 
Travis E. Dancey, M.D. 
John G. Dewan, M.D. 
Maurice Greenhill, M.D. 
Titus Harris, M.D. 
William A. Horwitz, M.D. 
Zigmond M. Lebensohn, M.D. 
Martha W. MacDonald, M.D. 
Joseph D. Sullivan, M.D. 
David A. Young, M.D., Chairman. 


1Abstracts of papers may also be submitted to the officers of the appropriate Section by October 1 
to give them some choice in preparing their program for review by the Committee on Program: 

Section on Psychoanalysis: Chairman, Douglas Orr; Secretary, Lewis Robbins; Section on Con- 
vulsive Disorders: Chairman, Mortimer Ostow; Secretary, Douglas Goldman; Section on Private Prac- 
tice: Chairman, E. H. Parsons; Secretary, Leo Alexander ; Section on Legal Aspects: Chairman, Hector 
J. Ritey; V. Chairman, Gregory Zilboorg; Secretary, Edward C. Rinck; Section on Psychotherapy: 
Chairman, Freida Fromm-Reichmann; V. Chairman, Jules Masserman; Secretary, J. L. Moreno; Section 
on Mental Hospitals: Chairman, Francis O’Neill; V. Chairman, Harrison F. Evans; Secretary, J. O. 
Cromwell; Section on Child Psychiatry: Chairman, Benjamin Balser; V. Chairman, Milton Kirkpatrick ; 
Secretary, Leonard Taboroff. 


WHY MEDICINE? 


Medical instruction does not exist to provide individuals with an opportunity of learning 
how to earn a living, but in order to make possible the protection of the health of the public. 
VircHow. 
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UNFIT PARENTS 


There are various types of misguided and 
unfit parents who may be termed, not in- 
appropriately, “illigitimate” parents. Here 
we are concerned with one special type— 
the parents intoxicated with one of the pe- 
culiar brands of religion which causes them 
to deny to a sick child the medical care, 
without which its life may be endangered or 
even lost. 

This serious matter, which has not been 
conclusively dealt with through legal pro- 
cedure, is the subject of a recent novel 
(Fool’s Haven by C. C. Cawley. Boston: 
House of Edinboro Publishers, 1953). The 
style of the text is early teen-age, but the 
story is one that, in one form or another, 
confronts us all too frequently in the daily 
press. 

Fool’s Haven is an attack on faith-heal- 
ing, faith-healers, sects and religions that 
depend on faith-cures and refuse medical 
treatment to those who are sick. 

Parents have jurisdiction over their chil- 
dren—for care and training, or for abuse 
and neglect—and there are too many “lli- 
gitimate” parents. Our mores permit them 
(although sometimes the law punishes them) 
to allow their children to die through sick- 
ness that might be cured. Such may be the 
fate of children whose misfortune it is to 
have ignorant or fanatical parents who twist 
meanings out of scriptural language that do 
violence to common sense and the most ele- 
mentary hygienic or humanitarian judgment. 

The case presented in the book above men- 
tioned is that of a mother who, under the 
domination of a faith-healing preacher, re- 
fuses to allow surgery for her 17-year-old 
daughter suffering from appendicitis. The 
appendix ruptures and the girl dies from 
peritonitis. An inquest is held and a charge 
of manslaughter is laid against the mother 
who failed to provide necessary medical care 
for her daughter, and against the faith-heal- 
ing preacher who counselled her to that neg- 
lect. The mother is convicted but paroled; 


the preacher is acquitted. The mother was 
branded a criminal, but the preacher, an ac- 
cessory before the fact and the one really 
responsible for the crime, goes free. This is 
all according to law, but it is an abuse of 
justice that cries for correction. The immu- 
nities enjoyed by certain practitioners of 
religion—“religious racketeers” one Los An- 
geles judge called them—need serious ques- 
tioning. In the judgment of a Chicago court, 
“The right to practice religion freely does 
not include liberty to expose a child to ill- 
health or death.” 

Professor F. C. Auld of the department 
of law, University of Toronto, was asked 
for comment upon the situation described in 
Fools’ Haven. He cited two cases, one Eng- 
lish and one Canadian, to illustrate the vari- 
ability of court rulings. Professor Auld 
states : 

“For lawyers, the locus classicus has been 
the English case of R. v. Senior, (1898). 
The defendant was charged with manslaugh- 
ter in the death of one of his children. Obe- 
dient to the dictates of his peculiar religious 
cult he had abstained from providing medi- 
cal aid for this child, nine months of age, 
who died as a result of diarrhea and pneu- 
monia. There was no question of the defend- 
ant’s ability to provide or his knowledge as 
to the gravity of the illness. He was not un- 
kind to his children—quite the reverse; but 
he was a foolish and misguided man, even 
if he quoted authority for his deeds in Scrip- 
ture (James 4:14-15). He placidly accepted 
the dictum that the Lord giveth and the 
Lord taketh away—although of 12 children 
he had lost 7 in somewhat similar circum- 
stances. He was convicted of manslaughter. 

“In Canada an important case occurred 
somewhat earlier. In R. v. Beer (1896) the 
defendant, a practitioner of a faith-healing 
cult, was called in by parents of a child suf- 
fering from diphtheria. She did not attempt 
any medical treatment: she merely sat by 
the bedside and prayed. There was no evi- 
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dence that this ghoulish appearance affected 
the child one way or another. The child 
died ; and medical testimony was to the effect 
that recovery would have been probable if 
the disease had been treated properly—and, 
at any rate, that death had been hastened by 
the lack of proper medical treatment. The 
court held that the faith-healer had under- 
taken no act which could be construed as 
rendering medical treatment, and therefore 
she was acquitted. The father of the child 
was also charged under a statute which re- 
quired him to provide medical aid in circum- 
stances which would show that the death 
was the result of his failure so to provide. 
It appears that the Crown failed to prove 
the second part; i.e., under the existing con- 
ditions—‘a mild sore throat.’ There was 
thus no positive duty to provide medical aid. 
The legal report is unsatisfactory.” 

In this latter case the court appeared to be 
scrupulous about fine points of law—points 
so fine as to be invisible to the eye of non- 
legal common sense. 

A recent case in London, Ontario, further 
illustrates the social abuse we are discuss- 
ing. Victim of a motor accident, 8-year-old 
Margaret was admitted to the emergency de- 
partment of Victoria Hospital with a frac- 
tured pelvis and frank hematuria indicating 
kidney damage. Staff doctors were prepar- 
ing to give a blood transfusion to treat the 
child for shock, but this procedure was pre- 
emptorily forbidden by the father, a laborer, 
and his wife, both members of the Jehovah’s 
Witnesses sect. ‘the Crown Attorney was 
notified and he tried to persuade the parents 
to withdraw their objection. He warned 
them that if the child died a charge of man- 


THE GOUT 


It is not as in acute disease, when a person in full health is smit with fever, and falls 


slaughter could be laid against them, but 
they remained adamant in refusing to allow 
blood to be given. The next move would 
have been for the Crown Attorney to take 
steps to have Margaret made a ward of the 
Crown, but this procedure would have been 
a lengthy one and would have in no way 
met the emergency need. Moreover the con- 
stitutionality of such a move might be ques- 
tioned. Fortunately evidence of other in- 
ternal injuries was not found and the kidney 
bleeding stopped of itself. 

The stand taken by the unintelligent par- 
ents in this case was based on a passage in 
Leviticus (17:14): “Ye shall eat the blood 
of no manner of flesh; for the life of all 
flesh is the blood thereof: whosoever eateth 
it shall be cut off.” To receive a transfusion 
was, according to Jehovah’s Witness reason- 
ing (sic) to “eat the blood” of alien flesh 
and was therefore forbidden by this ancient 
Hebrew code, composed probably 500 or 
more years B.C. Margaret’s father ex- 
pressed the opinion that if he, as the respon- 
sible parent, committed the sin of authoriz- 
ing the blood transfusion for his daughter 
he would lose his chance of resurrection and 
that his child would share his fate. Believ- 
ing this, it was not illogical for him to de- 
clare unabashed that he “would have no 
pangs of remorse” if the child died. 

Obviously there is something wrong with 
our mores and something lacking in our 
laws. There is little hope of improvement 
of the intelligence level of adults dominated 
by beliefs such as those of Margaret’s father 
and mother. There are too many “illigiti- 
mate” parents. 


headlong into a dangerous disease. Gout is different. For years together a man has drunk 
and feasted—has omitted his usual exercise, has grown stout and sluggish, has been over 
studious or over anxious; in short has gone wrong in some important point of life. What- 
ever the treatment, medicine, diet, exercise, it must not be taken by the by, but must be 
steadily and diligently adhered to. The patient should keep the mind quiet and not be too 


intent upon serious matters. 


—Tuomas SYDENHAM. 
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NEWS AND NOTES 


PsycHIATRIC TREATMENT IN KorEAN 
Comsat Zone.—Dr. David H. Wilson, in 
the June number of the United States 
Armed Forces Medical Journal, reports on 
this subject. He found that the organization 
of treatment similar to that in combat areas 
in World War II was inadequate in dealing 
with the new problems of the Korean situa- 
tion. Here combat stress was intermittent 
rather than prolonged, and true combat ex- 
haustion was a much smaller problem than 
in World War II. Disabilities generally 
were milder, and because of the static posi- 
tion of the psychiatric treatment center, more 
time could be given to individual patients 
and few cases required extended rear eche- 
lon treatment. 

The report states that in the first year of 
operation about 2,200 inpatients were dis- 
charged; more than 75% returned to duty. 
In the sarae period about 1,100 outpatients 
were treated. Of the total 3,300 patients 
treated, nearly one half had character or 
behavior disorders. 


NEUROPSYCHIATRIC PATIENTS AT ST. 
BaRTHOLOMEW’S IN THE TWELFTH CEN- 
TURY.—In their paper, “Neuropsychiatric 
Patients Reported Cured at St. Bartholo- 
mew’s Hospital in the Twelfth Century,” 
Dr. Harry A. Wilmer and Dr. Richard E. 
Scammon report 22 case histories selected 
from The Book of the Foundation of St. 
Bartholomew's Church which appear to rep- 
resent neurologic or psychiatric problems or 
cures. It is believed that these reports rep- 
resent the earliest clinical hospital records 
in the English language. 

The authors present also an outline of the 
foundation of the hospital, of its founder, 
and of medieval London as background to 
the study. 

This useful contribution to medical his- 
tory appears in the January 1954 issue of 
The Journal of Nervous and Mental Disease. 


Dr. KeNwortHy Honorep.—The New 
York School of Social Work, Columbia Uni- 
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versity, has received from Mr. and Mrs. 
David M. Heyman, of New York City, a gift 
of $10,000 to establish a student loan fund 
in honor of Dr. Marion E. Kenworthy, who 
has been a member of the faculty of the 
school for 34 years. The purpose of the 
fund is to offer financial assistance where 
needed to graduate students of the school 
taking the 2-year course in social work. 

The New York School of Social Work, 
founded in 1898, is the largest and oldest 
graduate school of social work in the world. 
Its students, numbering about 800, have 
come from every state and from 40 other 
nations and U. S. territories. 

Dr. Kenworthy joined the faculty in 1920 
and became professor of psychiatry in 1940 
at the time when the school joined Columbia 
University. 


Henry Davivoson Returns to New 
JerseY.—Dr. Joseph G. Sutton, superin- 
tendent of the Essex County Hospital at 
Cedar Grove, New Jersey, has announced 
the appointment of Henry A. Davidson, 
M. D., as Assistant Superintendent and Clin- 
ical Director. By this move, Dr. Davidson, 
who was Chief of Program Development 
in the Psychiatric Service of the U. S. 
Veterans Administration, returns to his 
home state. 

The Essex County Hospital was the last 
superintendency of the late Dr. Samuel W. 
Hamilton, former A. P. A. president. A 
recent announcement by the Ronald Press of 
New York City is to the effect that they 
will publish later this years a book on parlia- 
mentary procedure written by Dr. Davidson, 
who is parliamentarian of The American 
Psychiatric Association. 


THe Hesrew Mepica, JourNAL.—To 
commemorate the completion of 26 years of 
continuous publication, the Hebrew Medical 
Journal issued, during 1953, 2 special num- 
bers indi-2ting the important part this jour- 
nal has played in building up a modern 
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medical literature in classical Hebrew, with 
English summaries. 

Among the articles in these special issues 
are one on tropical diseases in Israel by Dr. 
Meir Yoeli of the Hebrew University in 
Jerusalem; reproduction of a medieval He- 
brew treatise on melancholy (twelfth cen- 
tury); and a valuable symposium on arti- 
ficial insemination, in which the status of 
artificial insemination in both the United 
States and Israel is discussed by Drs. Abner 
I. Weisman and Akiba Joel, respectively. 
Rabbi Jakobovits, Chief Rabbi of Ireland, 
gives a statement on the attitude of Judaism, 
Catholicism, and Protestantism towards 
abortion, birth control, and artificial insemi- 
nation. 

The editorial office of the Hebrew Medi- 
cal Journal is at 93 Park Avenue, New York 
28, N. Y. 


PsyCHIATRIC DEPARTMENT AT STANFORD 
Universiry.—Dean Windsor C. Cutting has 
announced that a separate department of 
psychiatry has been organized at Stanford 
School of Medicine, San Francisco. Dr. 
George S. Johnson, professor of medicine 
since 1933, has been appointed executive 
head of the new department. 

Psychiatry had previously been included 
in the department of medicine, but L>cause 
of the expansion of this service the reor- 
ganization became necessary. 

Dr. Johnson, a graduate in medicine from 
the University of Nebraska, was a member 
of the staff of the Philadelphia Hospital for 
Mental Diseases and the Philadelphia Gen- 
eral Hospital, and in addition had teaching 
experience for a number of years in the 
Colorado Psychopathic Hospital before join- 
ing the staff of the Stanford medical school. 


Tue Anrtiseptic.—The April 1954 issue 
of the Antiseptic is a greatly enlarged special 
number commemorating the golden jubilee 
of that publication. This monthly journal 
of medicine and surgery was founded in 
1904 by Dr. U. Rama Rau, and this number 
pays special tribute to him and to his col- 
league, the late Dr. T. M. Nair, these two, of 
whom excellent portraits are reproduced, be- 
ing among the most distinguished members 
of the medical profession that South India 


has produced. The pioneering work of these 
men in the promotion of scientific medicine 
and in disseminating medical knowledge 
through the medium of this journal deserves 
special commendation, when it is recalled 
that medical journalism has flourished in 
India during only the last 2 or 3 decades. 


Tue INTERNATIONAL SCHOLARS ForuM. 
—This organization has been set up by Mar- 
tinus Nijhoff of The Hague for the purpose 
of publishing scholarly books at moderate 
costs. By this means, authors of books which 
might have a limited circulation and which 
American publishers might not feel able to 
accept, may be able to have their works pub- 
lished. 

The Honnold Library at Claremont, Cali- 
fornia, represents Mr. Nijhoff in the United 
States, and authors interested might find it 
to their advantage to write to Mr. David 
Davies, librarian of the Honnold Library. 


First Aim.—A 32-page 
booklet entitled “Psychological First Aid in 
Community Disasters,” prepared by The 
American Psychiatric Association’s Commit- 
tee on Civil Defense, chairman Calvin S. 
Drayer, M. D., at the request of the Federal 
Civil Defense Administration, is now avail- 
able. The manual gives essential informa- 
tion and guidance for workers in floods, 
fires, tornadoes, and other natural catastro- 
phes, as well as for civil defense against pos- 
sible enemy action. 

Copies may be obtained from The Ameri- 
can Psychiatric Association, 1785 Massachu- 
setts Avenue, N. W., Washington, D. C., or 
Human Relations Aids, 1790 Broadway, 
New York 19, N. Y., at 35 cents per copy. 
Lower rates are obtainable on orders for 10 
or more copies. 


Course IN PsycHIATRY IN GENERAL 
Practice.—-The University of Minnesota 
announces a continuation course in psychi- 
atric principles in general practice September 
8-10, 1954. The course will be held at Doug- 
las Lodge, located deep in the woods of 
northern Minnesota on the shores of beauti- 
ful Lake Itasca. The program will cover the 
common psychiatric problems seen in general 
practice and their practical management. Dr. 
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Bernard C. Gleuck, Jr., Ossining, New 
York, will be one of the guest speakers. The 
course will be under the direction of Dr. 
Donald W. Hastings, professor of psychia- 
try and neurology, and the faculty will be 
drawn from the University of Minnesota 
Medical School and the Mayo Foundation. 

Sessions will end each day in mid-after- 
noon to permit time for recreational activi- 
ties. The fee, $130, will include registration, 
tuition, meals, and lodgings, instructional 
material, transportation to Douglas Lodge 
from Minneapolis and return, and fishing 
license. Further information may be ob- 
tained from the Director of Continuation 
Medical Education, University of Minnesota 
Hospitals, Minneapolis 14, Minn. 


CoNNECTICUT PosTGRADUATE SEMINAR 
IN PsycHIATRY AND Neuro.ocy.—At their 
annual meeting, held June 2 at the Institute 
of Living in Hartford, Connecticut, the Semi- 
nar Corporation elected Dr. John J. Blasko, 
State Commissioner of Mental Health, as 
its new president. He succeeds Dr. Francis 
J. Braceland, psychiatrist-in-chief of the In- 
stitute of Living. 

Other officers elected are: Dr. Philip J. 
Moorad, New Britain, vice-president; Dr. 
William F. Green, superintendent, Fairfield 
State Hospital, secretary; Dr. Arthur Eb- 
bert, assistant Dean, Yale University School 
of Medicine, treasurer. 


SECTION ON PsycHOTHERAPY.—A section 
on psychotherapy was organized during the 
meeting of The American Psychiatric Asso- 
ciation in St. Louis, May 5, 1954. Chair- 
man of the section is Dr. Frieda F-omm- 
Reichmann; vice-chairman, Dr. ,.«s H. 
Masserman; and secretary, Dr. J. L. 
Moreno. Other members of the section are 
Drs. Martin Grotjahn, Louis Cholden, and 
Cornelius Beukenkamp. 


New York State DEPARTMENT OF 
MENTAL HyciENE.—Four major adminis- 
trative posts in the State Department of 
Mental Hygiene have been filled by appoint- 
ments by Commissioner Newton Bigelow, 
M. D. 


Dr. George F. Etling, presently director, 
St. Lawrence State Hospital, becomes senior 
director of Wassaic State School; Dr. I. 
Murray Rossman, previously assistant direc- 
tor, Kings Park State Hospital, assumes the 
director’s title at Gowanda State Homeo- 
pathic Hospital at Helmuth; Dr. Herman B. 
Snow, assistant director, Ithaca State Hos- 
pital, becomes director of St. Lawrence State 
Hospital, Ogdensburg; Dr. Donald M. Car- 
michael, associate director, Rockland State 
Hospital, becomes director of aftercare 
clinics, a position equivalent in rank to direc- 
tor of a mental hospital. 

All appointments became effective July 16, 
and were made from recently established 
civil service lists for senior director and 
director. 


Psycuiatric SocreTy.—On May 
19, 1954, this society elected to office for the 
year 1954-55 the following members: presi- 
dent, Dr. Percival Bailey ; vice-president, Dr. 
Franz Alexander; secretary-treasurer, Dr. 
Alex J. Arieff ; and as councilors, Drs. H. H. 
Garner and James G. Miller. 


Dr. Davin SHakow Receives N.1.M.A. 
APPOINTMENT.—Dr. David Shakow, chief 
psychologist of the Illinois Neuropsychiatric 
Institute and professor of psychology at the 
Illinois College of Medicine and the Univer- 
sity of Chicago, has been appointed chief of 
the Laboratory of Clinical, Developmental, 
and Experimental Psychology of the Na- 
tional Institute of Mental Health. He will 
develop programs of basic and clinical psy- 
chological research for the National Institute 
of Mental Health at the National Institutes 
of Health at Bethesda, Md. 


INSTITUTE OF PSYCHIATRIC TREATMENT. 
—In the announcement in the July issue of 
this institute on treatment, under the direc- 
tion of Dr. Leo Alexander and Dr. Robert 
Arnot at the Boston State Hospital, an error 
occurred concerning the date. The institute 
will be held for 3 days, commencing Septem- 
ber 30 and continuing through October 1 
and 2. 
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Procress IN NEUROLOGY AND PsycHiatry. Edited by 
E. E. Spiegel, M.D. (New York: Grune & 
Stratton, 1953, Price: $10.00.) 


This extensive review covers basic sciences, neu- 
rology, neurosurgery and psychiatry. The latter 
subject has the greatest number of subdivisions in- 
cluding psychiatric nursing and rehabilitation. 

The chapter on neuroanatomy (Drs. Elizabeth 
Crosby and Russell Woodburne) reveals the usual 
thoroughness of Dr. Crosby and her associates. 

In the neurology section the subdivision of oto- 
neurology and neuro-ophthamology indicates the 
broad survey Dr. Spiegel has made in this publi- 
cation. An entire chapter of 17 pages is provided 
to report progress in the investigation of the auto- 
nomic system and is followed by no less than 13 
pages of bibliography. 

The chapter on the surgical treatment of pain and 
motor disorders, by Drs. Earl Walker and Wilbert 
Warner, is to my mind the highlight in the neuro- 
surgical section. 

Psychiatry as usual provides a very mosaic pat- 
tern with its many subdivisions, and I wonder if 
some of these could not have been grouped to- 
gether, i.e., forensic psychiatry and criminal psy- 
chopathy, since several passages are repetitious in 
these chapters. 

Altogether, Dr. Spiegel has produced a book of 
reference which is much above average. The bib- 
liographies are copious, and the only general criti- 
cism I might offer is the lack of further comment 
by the editor as to the scientific significance of the 
reported investigations. The book will be of in- 
estimable value for all interested in research in the 
various sciences involved in the survey and will 
provide a convenient synopsis for those approaching 
an investigative problem in neurology, neurosur- 
gery, or psychiatry. 

Lorne D. Proctor, M. D., 
Henry Ford Hospital, 
Detroit, Michigan. 


Tue Love anp Fear or Fiyinc. By Douglas D. 
Bond. (New York: International Universities 
Press, 1952. Price: $3.25.) 


In The Love and Fear of Flying Douglas Bond 
presents and analyzes the psychiatric data collected 
in the Eighth Air Force while it was stationed in 
England. The situation was one involving the in- 
tense combat activities of the mass bombing of 
German military targets and the support of the 
European invasion by the Allied Forces. A num- 
ber of factors were favorable for the collection of 
data: the group of men was not too large; the 
environmental situation was remarkably invaried; 
the stressful situations had considerable similarity ; 
there were many factors tending to bring major 
emotional disturbances to the awareness of the 


medical group and the command. Though symp- 
tomatology varied widely, the basic disturbances 
were of a similar pattern, namely, the development 
of phobic reactions to some aspect of flying. 

Dr. Bond has conveyed in his writing his own 
enthusiasm and interest in being both observer and 
participant in such an endeavor. The data are de- 
veloped in an orderly way. He begins with the 
characterologic considerations. All men volunteered 
for flying. The interest usually went back into 
childhood. As an interest it utilizes the narcissistic 
and aggressive qualities. Predominantly these in- 
terests were more intense than those in direct geni- 
tal expression. There are many individual case re- 
ports involving men who broke down under stress 
and those who did not. There is an excellent sec- 
tion devoted to defense reactions, both adequate 
and inadequate. The role of accidental factors in the 
case of breakdown is emphasized. One of the most 
interesting chapters is devoted to a comparison of 
two groups of men, one representing breakdowns 
and the other men of outstanding records. 

Two chapters are devoted to therapeutic work 
and a critique of the administrative relationship be- 
tveen the psychiatric and the administrative organi- 
zations. The latter is an excellent presentation of 
the problems of reconciling medical and adminis- 
trative policies. 

Rex E. Buxton, M.D., 
Chevy Chase, Md. 


SypHumitic Optic ArtropHy. By Walter L. 
Bruetch, M.D. (Springfield: C. C. Thomas, 
1953-) 


This study, which extended over a period of 25 
years, developed a novel view of a condition for- 
merly considered hopeless. At last the optimistic 
statement is permitted that the time has arrived 
when blindness due to syphilitic optic nerve atrophy 
can be prevented because of the recognition of its 
early stages and particularly on account of the 
advent of successful treatment methods. 

The monograph begins with a brief history, giv- 
ing credit for the early elucidation of the disease 
to French psychiatrists (Billod, 1863, Calmeil, 
Marie, 1865) and particularly to Léri (1904), who 
disproved the earliest theory which placed the main 
lesion in the ganglion cells of the retina. Léri was 
also the first to show that the essential lesion of 
so-called primary atrophy of the optic nerves in 
syphilis consisted always of an interstitial neuritis. 

A considerable part of the text is devoted to 
fundamental information on the pathogenesis of 
syphilitic optic atrophy, which was derived from 
the microscopic study of the visual pathways of 80 
patients with syphilis of the nervous system. Some 
of these patients had complete optic atrophy, while 
others were in the incipient or intermediate stage 
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of optic nerve degeneration. From this large his- 
tologic material it was reaffirmed that so-called 
primary syphilitic optic nerve atrophy is always 
due to a chronic inflammatory process, which is 
followed by a slow degeneration of the nerve fibers. 
Photomicrographs illustrate how plasma cells and 
lymphocytes invade the intracranial portion of the 
optic nerves and chiasm, causing first peripheral 
degeneration. The author believes that he has dis- 
proven the recent hypothesis that syphilitic optic 
atrophy is the result of optochiasmatic arachnoid- 
itis, the thickened arachnoid constricting the optic 
nerves. This fact eliminates a costly and useless 
operation. 

The chapter on clinical features emphasizes early 
diagnosis, which depends chiefly on an exact peri- 
metric study. A number of characteristic visual 
fields illustrate the clinical section of the book. 

Various types of treatment, the older methods, 
neurosurgical intervention, and malaria therapy are 
briefly reviewed. Now, penicillin therapy, consist- 
ing of 15 to 20 million units as the total dosage, is 
recommended for the treatment of syphilitic optic 
atrophy. With this amount of penicillin not only 
may the process be arrested but some improvement 
in the fields of vision expected. 

The large material, on which this study is based, 
was collected mainly in a state mental hospital. 
This circumstance alone brings out the importance 
of the problem to the institution psychiatrist. At 
present there are an estimated 41,000 persons in 
mental institutions with psychoses due to syphilis. 
Many of these neurosyphilitic patients date back to 
the tryparsamide and malaria and artificial fever 
period, having received insufficient treatment, judged 
by present-day standards. In these patients the 
syphilitic process in the brain often continues in 
an inconspicuous way, and some of these patients 
will develop over the years syphilitic optic atrophy. 
Most of these are deteriorated general paretics, 
who in the early and intermediate stage of optic 
atrophy are unaware of the oncoming blindness. 
And even when almost completely blind, these pa- 
tients deny their blindness. To forestall any such 
tragedy or an advance of the mental deterioration, 
all these insufficiently treated syphilitic patients 
should receive a course of penicillin, consisting of 
15 to 20 million units. 

This book, which is short, beautifully printed, and 
richly illustrated, should be in the library of every 
state mental hospital. 

Cremens E. Benna, M.D., 
Waverly, Mass. 


New Hore ror tHe Retarpep. By Morris P. and 
Miriam Pollock. (Boston: Porter Sargent, 
1953. Price: $4.50.) 


This book is an interestingly written summary 
of the authors’ experiences gained in the care and 
education of mentally handicapped children in a 
small private school. Its publication is most wel- 
come and timely. Of outstanding value is the 
wealth of detailed description of the methods used 
in teaching the mentally retarded. It also describes 


many of the problems faced by parents of these 
children and deals frankly with their solutions. 

As stated in the preface, the book is intended as 
a help to parents, special class teachers, students 
and workers in the fields of mental health and 
abnormal child psychology, and laymen who may 
be interested in the problems of the mentally re- 
tarded. Every teacher of retarded children should 
possess a copy and it should be in the library of 
every school. 

For the past few years, parents of mentally re- 
tarded children have been organizing in groups to 
devise methods whereby more can be accomplished 
by their children who are being cared for at home. 
They are also demanding that more facilities for 
education and training be provided in the public 
schools. Parents of these children will find the 
answers to many of their questions given in plain 
language very sympathetically phrased and realis- 
tically stated. Those caring for their children at 
home will find the methods of instruction explained 
in ways which will aid them in entertaining and 
amusing the child while at the same time providing 
valuable education and training. 

The methods of teaching are explained in great 
detail and should be read by all teachers of the 
mentally retarded. Methods for creation of a pleas- 
ant, happy atmosphere in the classroom by the in- 
fusion in all instruction of a spirit of play is one 
of the outstanding contributions of the book. In 
classes so organized, the children must look for- 
ward to the instruction period with anticipation, as 
such classes afford hours of happiness where they 
receive the personal attention of the teacher and 
profit by being helped to play and enjoy themselves. 
A feeling of acceptance, love, and worthwhileness 
is instilled in all the children. 

It is perhaps unfortunate that in describing the 
progress of certain children, who received instruc- 
tion at the school, that the histories of one or two 
are given which indicate that they were not truly 
mentally retarded or mentally defective children. 
Their subsequent progress indicates that they were 
emotionally disturbed or emotionally blocked chil- 
dren—these who are sometimes called pseudo-feeble- 
minded. Such accounts often raise false hopes in 
the minds of parents, leading them to believe that 
with proper instruction the same progress might 
be accomplished in the case of their own child. 

It must be admitted that all mentally retarded 
children are limited as far as education is concerned. 
The methods of teaching described in this book, if 
carried out in detail, should bring out the full po- 
tential of any individual child. 

Throughout the book there are excellent bibliog- 
raphies which should be extremely valuable for any 
teacher of the retarded. This book would probably 
not be of great interest to psychiatrists except, 
those dealing with parents of mentally defective 
children but it should be in the possession of every 
parent and teacher. 

Harry C. Storrs, M. D., 
Letchworth Village, 
Thiells, Rockland Co., N. Y. 
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Tump ANNUAL Report ON Stress—1953. By Hans 
Selye and Alexander Horava. (Montreal: Acta 
Inc. Price: $10.00.) 


This book is the third in a series of annual re- 
views of the rapidly accumulating literature relat- 
ing to “stress.” The fields included in this general 
term are diverse, and include the interests of many 
branches of clinical and experimental medicine. As 
in the previous volume the largest part of the book 
is devoted to an extensive bibliography listed ac- 
cording to the metabolic system or organ affected 
by specific “stresses.” A subject index greatly 
facilitates reference to the bibliography itself. The 
speed with which the authors have been able to 
-ublish this material will make it valuable to any 
who are particularly interested in the field. 

The first part of the book describes the purpose 
of the series, includes a glossary of terms, and a 
general consideration of developments in the field 
during the past year. The authors have included 
three special articles by guest contributors, one by 
D. M. Green, one by J. T. Wortham and J. W. 
Headstream, and a third by Robert W. Porter. In 
the first part of the book, occasionally in the subject 
bibliography, and in a final section, “Sketch for a 
unified theory of medicine,” the authors have pre- 
sented prominently their own work and views on 
“stress.” In these sections, as would be expected, 
the many new terms coined by Selye to describe 
precesses or his own concepts are used frequently. 

It seems doubtful to the reviewer that in order 
“to systematize the data published throughout the 
world” Selye should find it necessary to use so 
many abbreviations and new “catch words.” A new 
descriptive word does not necessarily explain a 
process, and if the process itself is imperfectly 
understood a neologism may add to confusion in 
terminology rather than lessen it. 

The format, illustrations, and general presenta- 
tion are of the same high standard seen in earlier 
works by the senior author. The book is essentially 
a bibliographical guide and any reservations the 
reader may have on the philosophy held or ter- 
minology used by the authors need not detract 
from the successful way in which the Annual Report 
fulfils its primary purpose. 

E. A. Setters, M.D., 
Dept. of Physiology, 
University of Toronto. 


Wuo Swati Survive? Foundations of Sociometry, 
Group Psychotherapy, and Sociodrama. By 
J. L. Moreno, M.D. (New York: Beacon 
House, 1953, Price: $10.00.) 


It seems typical of new movements and scientific 
disciplines that their histories are intimately inter- 
mingled with the lives of their inventors, discover- 
ers, and authors. So it was with the psychoanalytic 
movement, and so it is with Moreno and the move- 
ments connected with him. 

Who Shall Survive? appeared originally in 1934. 
The second edition, arriving 19 years later, is prac- 
tically a new book. It contains much new material, 


it brings the history of the movement and the pro- 
fessional autobiography of J. L. Moreno up to date, 
and it ties together more amply his 3 movements: 
sociometry, sociodrama, and group psychotherapy 
(the latter largely in the form of psychodrama and 
its variants). 

The book consists of 877 pages, of which 114 are 
introduction and “Preludes” and 763 the text. It has 
an excellent bibliography, a glossary, and indices ; 
and the format is good. Unfortunately, it is too long 
to read as a whole, but if one can treat it as a col- 
lection of volumes and read each separately, it is 
well worthwhile having them all, since they are in- 
terrelated and present together the composite neces- 
sary to understand the parts. It can be seen as 
divided into roughly three parts: 

1. The autobiographical and historical portions, 
displaying all the ardor and spontaneity of Moreno. 
They reveal the massive contributions of the author, 
who at 61 has been a psychiatric contemporary of 
great psychiatrists since 1910. It also reveals his 
anger at being copied without credit, at being stud- 
ied and deserted, at seeing his movement develop 
splinter sects which do not always acknowledge 
their debt to their original teacher. His principles: 
spontaneity, creativity, and tele are related both to 
this history, the current content, and the future di- 
rections of his movements, in fact, as core phenom- 
ena, to the whole of life. 

2. The next part may be viewed as elements of 
sociometry, which Moreno sees as “to a large ex- 
tent a classificatory science (p. 17) [which] tries 
to look at human society with the same objectivity 
with which one looks at an ant-hill and with that 
subjectivity which only individuals can have who 
are themselves participants in ant-hills (p. 559).” 
The text is generously illustrated with sociometric 
diagrams, tables, and charts, some of which are in 
color. 

3. Finally, his book represents his philosophy of 
social freedom and world healing. Whereas many 
are decrying psychiatry for daring and offering too 
much, Moreno is emboldened to cry, “Any psycho- 
therapy worth its name can have no lesser goal than 
the healing of mankind’—and it follows from his 
data and logic. 

One could criticize much of the style, with its re- 
petitiousness (valuable as it may be to the new- 
comer, for didactic reasons), polemics, apparently 
gratuitous digs at Kurt Lewin and at psychoanaly- 
sis, to which Moreno does not always acknowledge 
his indebtedness. Nevertheless there is a refreshing 
quality to his zealous, exuberant, and optimistic 
manner of thought which can well serve to counter- 
act an excessive moroseness, sobriety, and “realism” 
of some of our scientists. 

Most psychiatrists would have appreciated more 
detailed instructions in the handling of patients in 
groups and in group psychotherapy and psycho- 
drama—.e., how to put all this theory to work in 
the hospital and clinic. These will have to follow 
in a later volume or be found in other books and 
in group psychotherapy journals. 

Analysts will resent the couch and office being 
relegated to areas of the abstract opposite of “action 
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techniques,” since most would admit the importance 
of appropriate active testing in life as the patient 
advances in therapy. They will cringe at transfer- 
ence being seen as only a pathological phenomenon, 
a bastard form of “tele.” Others will wonder 
whether and why the author must use so many new 
words and whether they are all as necessary and as 
different in meaning from our familiar jargon as 
the author asserts or implies. 

Who Shall Survive? has come a long way since 
1934 and so have its author and his movement. The 
adoption of action techniques by psychoanalysts 
using group therapy (such as Serge Lebovici in 
Paris) may bring it closer to psychoanalysis. Per- 
haps someone adept in the philosophy, techniques, 
and verbiage of both fields can show how much 
closer together they really are than either knows. 
This book is certainly a potential milestone and 
guidepost along the pathway toward that goal. 

Eart A. Loomis, Jr., M. D., 
Western Psychiatric Institute and Clinics, 
University of Pittsburgh. 


Cuinicatty Important Rertexes. By Fried- 
rich Wilhelm Bronisch. First American Edi- 
tion. Revised and enlarged by Clemens E. 
Benda. (New York: Grune & Stratton, 1952. 
Price: $4.75.) 

This booklet is a “must” for anyone practicing 
psychiatry, neurology, or the organic applications of 
neurophysiology. The author has brought the long 
list of practical and significant reflex responses into 
sequence and order. Any careful examiner who may 
be interested in their clinical significance, will wel- 
come this aid. 

Each important deep and superficial reflex is 
briefly described and the method by which the re- 
flex is to be obtained carefully noted. Large line 
drawings and illustrations accompany the important 
responses, indicating exactly how the reflex should 
be taken, the result of the stimuli, and its clinical 
significance, as well as its author, or current name 
and classification. 

As a small handbook on the desk of any neuro- 
psychiatrically minded clinician, not only is this edi- 
tion a convenient source reference, but it is a con- 
stant pleasure to see how simply and well organized 
the many difficultly named manifestations can be 
presented, clearly demonstrated as to technique of 
procedure, and clinical significance. 

Temp te Fay, M.D., 
Philadelphia, Pa. 


Puritan Sace. Collected Writings of Jonathan 
Edwards. Edited by Vergilius Ferm. (New 
York: Library Publishers, 1953. Price : $7.00.) 


Jonathan Edwards is probably best known to the 
generality through one famous (or infamous, ac- 
cording to one’s remoteness from fundamentalism) 
sermon: “Sinners in the Hands of an Angry God.” 
This sermon was preached in 1741. Edwards was 
an itinerant evangelist at this time traveling about 
New England as God’s self-appointed “ambassador 
ordained to proclaim the fleeting chance of salva- 


tion.” This was of course the hell-fire period of 
Puritanism and Edwards was therefore not out of 
harmony with contemporary preaching. Even so 
it is not easy to conceive of a man of his intelligence, 
wide knowledge, and social standing indulging in 
such frightful and sadistic ranting—it can be called 
nothing else—and it is difficult to avoid the conclu- 
sion that the preacher enjoyed the effect he pro- 
duced in his audience, the anxiety and terror that 
found vent in “moans and cries and shrieks.” Quite 
possibly, however, the audience derived pleasure too 
from these emotional orgies with a kind of maso- 
chistic satisfaction. Both preacher and audience 
would seem to have been interesting subjects for 
psychopathological study. 

Edwards out-Calvined Calvin. He was apparently 
a humorless man and the ridigity of his doctrine 
and the narrow conformity and submissiveness he 
demanded of his followers were at length too much 
to be endured. His Northampton congregation 
finally told him to go. It was at Northampton 
that Edwards sounded the opening notes of the all- 
American revival, the “Great Awakening” that 
swept through the American colonies like a spiritual 
epidemic during the 1740’s. In his farewell sermon 
to his congregation here (1750) his tongue-lashings 
continued. Self-justification was carried to great 
length. His people, he declared, had publicly re- 
jected him and he bade them remember that they 
would one day have to meet him before the Great 
Tribunal and answer for their conduct toward him. 
That would be “the day of infallible and of the 
unalterable sentence.” He left no doubt as to who 
would be the sufferers under that sentence. North- 
ampton’s reply was by vote to proscribe him from 
preaching again in that community. 

The purpose of this book is not to recount the 
life history of Jonathan Edwards but to exhibit 
the mind of the man, his beliefs and purposes, by 
reproducing in whole or in part 27 of his writings 
beginning with 2 short essays on insects and the 
rainbow, at the age of 10. But even there “the 
natural world was set squarely in the middle of the 
supernatural.” And presently the supernatural with 
a decidedly mystic quality overshadowed everything 
else. In his late teens Edwards drew up a set of 
“Resolutions”—there were 70 of them—which were 
to be the guide of his life. At the top he wrote: 
“Remember to read over these Resolutions once a 
week.” While these resolutions, written in youth, 
naturally reflect an adolescent outlook on life, they 
did set the pattern from whieh seemingly he did 
not depart. They exacted the strictest regulation 
of every thought and action, including eating and 
drinking, and sleeping, and aimed at nothing less 
than perfection, not without self-glorification, “un- 
conscious,” shall we say? “On the supposition that 
there never was to be but one individual in the 
world, at any one time, who was properly a com- 
plete Christian, in all respects of a right stamp, 
having Christianity always shining in its true lustre, 
and appearing excellent and lovely. . . . REsoLven, 
to act just as I would do, if I strove with all my 
might to be that one, who should live in my time.” 
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Religion was of course Jonathan Edward’s busi- 
ness, his daily bread, his total preoccupation. This 
was the kind of life he had chosen, but he did not 
find it easy. His diary, of even date with the Reso- 
lutions, and which was not intended for other eyes, 
gives authentic glimpses into his troubled spirit 
during his youthful years. There are repeated ref- 
erences to his morbid state of mind: “About sunset 
this day, dull and listless . . . . Have been dull for 
several days. Examined whether I have not been 
guilty of negligence today; and resolved, No . 
Our resolutions may be at the highest one day, and 
yet, the next day, we may be in a miserable dead 
condition, not at all like the same person who re- 
solved. ... This week, have been unhappily low 
. . . abundance of listlessness and sloth . . . about 
three o’clock, overwhelmed and melancholy. .. . 
Beginning to endeavor to recover out of the death 
I have been in for these several days. . . . The last 
week I was sunk so low, that I fear it will be a 
long time before I am recovered....I have 
thought, that this being so exceedingly careful. . . 
to force myself to think of religion at all times, has 
exceedingly distracted my mind.... I think I 
stretched myself farther than I could bear, and 
so broke.” 

While religion was Edwards’ chosen profession, 
it was often uphill work with rather steep gradient. 
He continually chastises himself in his diary for 
slackness in his religious observances and for his 
disinclination thereto. “I think it best commonly 
to come before God three times in a day, except I 
find a great inaptitude to that duty.... I have 
lost that relish of the Scriptures and other good 
books, which I had five or six months ago... 
Thus am I ready to look at any thing as an excuse 
to grow slack in my Christian course.” 

After 3 years, entries were few and scattered 
and at age 32 were discontinued. The morbid intro- 
spection of youth was still evident but the writer, 


by force of his will, was inuring himself to the 
professional groove from which he would never 
swerve. This sombre discipline left small roorn for 
the enticements of life; there was little manna in 
this wilderness. “Intend to live in continual morti- 
fication ... and never to expect or desire any 
worldly ease or pleasure.” But to indemnify him- 
self Edwards was a postmortem hedonist. Resolu- 
tion 22 reads: “RESOLVED, to endeavor to obtain 
for myself as much happiness, in the other world, 
as I possibly can, with all the power, might, vigour, 
and vehemence, yea violence | am capable of, or 
can bring myself to exert, in any way that can be 
thought of.” 

Virtually all the writings collected in this volume 
are on religious topics. To an unsympathetic reader 
they are dreadfully monotonous and tedious. One 
plods through pages of a sort of medieval philos- 
ophizing, Calvinistic ultraism. The Edwardian the- 
ology was inviolate. “It never seemed to have oc- 
curred to him,” as Vergilius Ferm remarks, “that 
there might be other theologies acceptable in the 
sight of the Lord.” In an illuminating introduction 
the editor in brief outline analyses his subject’s 
writings that make up the book. 

In 1752 Edwards was called to the presidency of 
the College of New Jersey, at Princeton. He died 
there within 7 weeks of his installation, a victim 
of small pox, at the age of 54. 

Northampton, the town that had driven him out, 
forgave Jonathan Edwards after he was safely 
dead, and erected a memorial to him as a tower of 
righteousness, which indeed he was, after his 
fashion. 

In the first printing of this book the pages were 
too narrowly trimmed, through an error. The re- 
sult is a very narrow gutter margin which makes 
reading somewhat of an effort. This accident will 
be avoided in later printings. 


BYSTERIA IN MALES 


Most of Sydenham’s contemporaries of the mid-seventeenth century regarded hysteria 
as a disease limited to the female sex. Sydenham wrote: 

Such male subjects as lead a sedentary life and grow pale over their books and papers, 
are similarly afflicted, since however much antiquity may have laid the blame of hysteria 
upon the uterus, hypochondriasis is as like it as one egg to another. The frequency of 
hysteria is no less remarkable than the multiformity of the shapes which it puts on. Few 
of the maladies of miserable mortality are not imitated by it. 


—TuHomAs SyDENHAM. 
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Dr. Charles I. Lambert, aged 78, promi- 
nent New York psychiatrist and Fellow of 
The American Psychiatric Association since 
1917, while on a tour abroad died at Casa- 
blanca, Morocco, on April 18, from a coro- 
nary thrombosis. Born in Argyle, Wisconsin, 
the son of Furniss and Mar, Wesley Rey- 
nolds Lambert, he attended State Teachers 
Coilege in Iowa and then the University of 
Iowa Medical School where he received his 
Medical and Master of Arts degrees in 1903. 
Post graduate work was done at Harvard 
and abroad at the University of Munich. 

From his early years Dr. Lambert was 
keenly interested in the field of education. 
In 1904 he began his long teaching career as 
instructor in pathology at his Alma Mater. 
He became well informed and experienced 
in this basic science spending about eight 
years (1905-1913) as an assistant in neuro- 
pathology under the direction of Adolf 
Meyer at the old New York State Psychiatric 
Institute on Ward’s Island. While here he 
also served for a time as pathologist to the 
Manhattan State Hospital. In these stimu- 
lating surroundings and in an era of fruitful 
neuropathological investigation, Dr. Lambert 
contributed some excellent papers and re- 
ports in this field. 

After leaving the Institute he became As- 
sistant Director of the Bloomingdale Hos- 
pital for Mental Disorders (now Westches- 
ter Division of the New York Hospital) 
where for nine years he was a serious, de- 
voted student and worker in clinical psy- 
chiatry. In 1922 he was appointed Chief of 
the Psychiatric Division of the Vanderbuilt 
Clinic of Columbia University, a post he oc- 


IN MEMORIAM 


CHARLES IRWIN LAMBERT, M.D. 
1877-1954 


cupied for six years. Concurrently he was 


associate professor of psychiatry at the 
College of Physicians and Surgeons, Colum- 
bia University, filling this position until 
1937. In 1927, he accepted the professorship 
of Psychiatric education in Teachers’ Col- 
lege where he taught also until 1937. Since 
1y25 he was Medical Director of the Four 
Winds Sanitarium at Katonah, New York. 

His great energy and intensity of purpose 
enabled him to carry on simultaneously the 
heavy load of administrative and teaching 
duties at a high level of efficiency. As a 
teacher of psychiatry he gave excellent 
service to beginners in these courses. He 
taught clearly and thoroughly in terms of 
psychodynamics and was particularly inter- 
ested in giving courses on personality devel- 
opment. As a clinician and consultant he was 
outstanding in his sound thinking, careful 
evaluation, and reporting of the most im- 
portant factors in a case problem. 

He was a member of several medical and 
special psychiatric societies where his dis- 
cussions and accurate memory were always 
interesting and were respected by his fellow 
members. He is survived by his widow, a 
sister, three children, and five grandchildren. 
A son, Dr. John P. Lambert, follows his 
father’s profession and specialty. 

In Charles Lambert’s passing, psychiatry 
has lost an able educator, a strong supporter, 
and a loyal representative of its best tradi- 
tions. His family, his personal friends, and 
professional associates have lost one who 
cannot be replaced and who will be sadly 
missed for a long time. 

Noran D. C. Lewis, M. D. 
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Fenestra Psychiatric Package Window Units eliminate 
any jail-like look from Special Treatment Bidg., Western 
State Hospital, Fort Supply, Okla. Architects: Schumacher, 
Van Dusen and Schaller, Oklahoma City. Contractor: 
H. E. Cummins and Son Construction Co., Oklahoma City. 


THIS WINDOW UNIT 


“A salute to those who made it possible” x 


is designed to help modern mental therapy 


This is the Fenestra* Psychiatric Pack- 
age Window Unit. It is designed to 
help create a homelike atmosphere and 
pleasant surroundings. 

The appearance, for example, is that 
of the modern, awning-type window 
you see in many homes. The barred 
look is completely absent. There is 
nothing to suggest restraint. The pro- 
tection is where it should be—in the 
window’s design, and in its screen. 

Take the design—the Fenestra Psy- 
chiatric Package Unit includes steel 
window, casings, operating hard- 
ware (this window’s bronze adjuster 
handle is removable) and your choice 
of three special inside screens. The 
window has no projecting parts to 
climb on. There are no sharp corners. 
The patient can’t get at the glass, be- 
cause of the screen. All-weather venti- 
lation is controlled without touchin 
the screen. And the window is washe 


* Your need for a homelike, pleasant environ- 


inside and out from within the room. 

Now take the screens—you get your 
choice of these three flush-mounted, 
inside metal screens (all serve as insect 
screens): (1) A Detention Screen for 
maximum restraint—the stainless-steel 
mesh is attached to strong, concealed 
shock absorbers. (2) A _ Protection 
Screen — without shock absorbers. (3) 
A regular Insect Screen for nonrestraint 
areas only. 

A pointabout maintenance—to elimi- 
nate maintenance - painting, Fenestra 
Steel Windows are available Super 
Hot-Dip Galvanized at slight additional 
cost. This is special galvanizing. Only 
Fenestra is set up to do it. 

Why not call your Fenestra Repre- 
sentative today—he’s listed in your 
Classified Telephone Directory. Or 
write Detroit Steel Products Company, 
Dept. AJ-8, 2276 East Grand Blvd. 
Detroit 11, Michigan. *® 


PSYCHIATRIC 


Windows 


ment for patients encouraged us to develop 

a psychiatric window that presents no visual PACKAGE 
threat—the Fenestra Psychiatric Package 

Window Unit . . . o great advancement. 
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What they are saying about 


Group 
Psychotherapy 


Studies in Methodology of Research and Therapy: Report of a Group Psychotherapy 
Research Project of the U. S. Veterans Administration 


By Florence B. Powdermaker, Ph.D., M.D., and Jerome D. Frank, Ph.D., M.D. 


“IT HAS RAPIDLY BECOME APPARENT that group psychotherapy, begun chiefly as an eco- 
nomical substitute for individual treatment, generates a unique type of experience, rewarding in 
itself. The complexity and emotional significance of this group experience is beautifully brought 
out in [this] report. . . . Publication of this volume is . . . an important milestone in the his- 
tory of a treatment method which, with its spread from institutions to private consulting rooms, 
may soon have a marked impact on our social fabric. .. . It is in its exploration of the probiems 
and complexities of the therapeutic process and of research in this area that this book is most 
satisfying. ...As a pioneer exploration into little-known terrain this work will serve as a stimu- 
lating reference for workers in several disciplines for years to come.”—JEROME L. SINGER, 
in the Journal of Abnormal and Social Psychology. 


“THE BOOK CONSISTS of two main parts, a study of outpatient group therapy, and a survey 
of group therapy with hospitalized schizophrenics. Individual chapters range over a broad 
variety of subjects, from the organization of the group to treatment in the later stages. Many 
specialized problems that arise in group therapy are also explored, such as the hostility of the 
group toward the doctor, the doctor’s attitudes, and the like. Appropriately introduced clinical 
examples not only sharpen the report but strikingly illustrate the different approaches and per- 
sonalities of the various psychiatrists. ... The authors have presented a wealth of information 
in lucid and interesting form.”—U. S. Quarterly Book Review. 

“AN IMPORTANT STEP in analyzing and evaluating a treatment method that has been danger- 
ously glamorized and must be subject to critical scientific scrutiny to become helpful to suffer- 
ing human beings.”—GISELA KONOPKA, in the Social Service Review. 

“IT IS THE MOST COMPREHENSIVE study to date and will serve as a useful guide for both 
students and practitioners of the group therapy process.”—CAPT. J. F. McMULLIN, MC, USN, 
in the U. S. Armed Forces Medical Journal. 


624 pages, illustrated, $8.50 


GROUP PSYCHOTHERAPY is A COMMONWEALTH FUND BOOK 
Buy it at your bookstore, or write 
DEPT. CF-1 


HARVARD UNIVERSITY PRESS 
Cambridge 38 Massachusetts 
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PSYCHOMOTOR ASPECTS 


O 


MENTAL DISEASE 


An Experimental Study 
By H. E. KING, Ph. D. 


THE RESEARCH here reported tested the theory that body movements have a 
definite bio-psychologic character—that they are rooted in and made possible by 
biologic mechanisms while they act upon the external world for the satisfaction of 
needs and for survival. The performance of five groups of abnormal subjects, 
ranged in the order of the severity of their behaviour disorders, was compared with 
that of a group of normal subjects of comparable age and sex. The results show a 
definite correlation between the disordered mental states of the patients studied 
and the disorganization of their body movements. 

THE BOOK thus reveals a unique demonstration of a somatic concomitant of 
disordered mental states. It makes available a quantified technique applicable both 
to the diagnosis of mental disease and to the measurement of the patient’s momen- 
tary status. It provides a theoretical framework for further development of both 
research and clinical test methods. And it includes the only broad review of the 
experimental literature related to this topic. It is of obvious importance to psychia- 


trists, psychologists, neurolcgists, and neurophysiologists. 


200 pages, 21 figures, 21 tables, $3.50 


THIS NEW WORK is A COMMONWEALTH FUND BOOK 
Buy it at your bookstore, or write 
DEPT. CF-2 


HARVARD UNIVERSITY PRESS 
Cambridge 38 Massachusetts 
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Cut sash repair, paint costs with 
Chamberlin Security Screens 


You cut sash repairs and painting 
costs. Chamberlin Security Screens, 
mounted at recommended distance 
from windows, stoutly resist attack, 
help prevent damage to window frames, 
sash, paint. 

You reduce glass breakage. Inside 
mounting of Chamberlin Security 
Screens reduces window-glass breakage, 
cost of glass replacement, patient injury. 
You reduce the threat of disaster. 
No grilles, no bars to trap patients in 
a fire. No stubborn locks to hinder 
rescue. Exclusive Chamberlin emer- 
gency release permits instant patient 
removal from outside if necessary. 


You cut grounds maintenance costs. 
Patients can’t throw litter out of win- 
dow, can’t store it on window sill, 
can’t receive forbidden objects. 
You eliminate insect screen costs. 
lose-woven, high-tensile-strength wire 
of Chamberlin Security Screens takes 
place of insect screening, withstands 
usual abuse. Admits ample light and 
air. 

Over the years, these savings will 
more than offset your original screen 
costs. Yet they're only a few of the 
savings and services other hospital ad- 
ministrators count on every day (see 
right). Let our Hospital Advisory Serv- 
ice give you full details. Write today. 


The right screen at the right cost to fit your patients’ needs 


Detention Type Protection Type 


Chamberlin Detention 
Screens provide maxi- 
mum detention and pro- 
tection. Their heavy steel 
frames wired with high- 
tensile-strength wire 
cloth suspended by con- 
cealed springs to absorb 
shock, reduce injury to 
both patient and screen. 
Chamberlin 


nomical protection for 
non-violent patients. 


Safety Type 


QUICK NOTES 


on savings and services 

proviced by 
Chamberlin Security Screens 
In the last fourteen years, over 
80,000 Chamberlin Security Screens 
have provided these and additional 
savings and services to hundreds of 
hospitals in almost every state of 
the U.S. and in numerous foreign 
countries, 


Chamberlin Security Screens re- 
duce maintenance time, effect 
material savings; replace heavy 
bars and guards. Replace insect 
screens. Stop glass breakage and 
damage to window frames and sash. 
Reduce painting requirements. Re- 
duce grounds maintenance work by 
keeping litter in rooms. 


They reduce cost of medical care 
for physical injury: prevent self- 
damage and attacks on attendants 
with broken glass. Prevent cold- 
inducing drafts. Prevent suicide 
attempts by hanging from window 
muntins, grilles, bars. Prevent 
receipt of dangerous pass-in objects. 


They provide more cheerful at- 
mosphere. Supplant depressing 
jail-like bars and grilles. Make room 
interior more homelike; keep build- 
ing’s exterior uncluttered. Admit 
ample light and summer air. 


Chamberlin Security Screens sup- 
plement supervision. Special Cham- 
berlin locking device resists tam- 
pering and plugging attempts. 
Close-woven, high-tensile-strength 
wire mesh foils usual picking and 
prying. Smooth frame edges and 
rounded corners preclude  acci- 
dental or intentional self-damage. 
Screens can be provided with emer- 
gency release permitting instant pa- 
tient removal by operation of lock 
from outside. 


Modern institutions turn to 


CHAMBERLIN 


CHAMBERLIN COMPANY OF AMERICA 
Special Products Division 
1254 LA BROSSE ST. * DETROIT 32, MICH, 


CHAMBERLIN INSTITUTIONAL SERVICES also include Rock Wool insulation, Metal Weather Strips, Calking, All-Metal Combination Windows, insect Screens, Building Cleaning, Tuck Pointing, and Waterproofing. 
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Electro- 

Shock 

Ther with proven 
GLISSANDO TREATMENT 


reduces severity of convulsion... 
reduces chance of fracture... 


Model 160-G 
$250.00 


7 As illustrated complete 
G with electrodes 


As illustrated | PORTABLE 


complete with 


electrodes x U N | T 5 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consisteacy 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 

Conventional Shock Therapy can be given at will. 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, ine. 


154 ELEVENTH AVENUE—-NEW YORK 11, 


for the finest. -2 

Rick 
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Mederaft 


White for catalogue & price fst 


Electroencephalographs 
Shad Therapy Equipment 


EX Units 
Laboratory Equipment & Supplies 


Medcraft Carp. 


426 GREAT EAST NECK ROAD 
BABYLON, N. Y. 


Cables: Medcraft-Babylon NY Telephone: BAbylon 6-2837 
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RERER 
ELECTROSTEIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


NO technic employing electrical currents, muscle relaxant 
drugs, or a combination thereof, can completely prevent 
incidence of undesirable side effects. . . 


BUT technics developed for use with the REITER 
ELECTROSTIMULATOR have provided the means to 
REDUCE SIDE EFFECTS to an ABSOLUTE MINIMUM 


It is with considerable pride that introduction of Model RC47C is 
announced, This new model, developed under a coordinated clinical and 
laboratory research program includes many far-reaching advancements. 
One completely new feature is the incorporation of a rugged, easily set, 
electronic timer with second and minute hands providing stop-watch ac- 
curacy up toa full hour. With its automatic safeguards, Model RC47C 
provides for an amazing reduction of thrust even under an extremely high 
introduction of current. 


MODEL RC47C: 
Convulsive therapy—full range 
+ Focal treatment—unilateral and bilateral convulsions 
+ Non-convulsive therapies 
¢ Barbiturate coma and other respiratory problems 
Electro-sleep therapy 


MODEL CW47D provides most of the aforementioned features ex- 
cept for electro-sleep therapy. The electronic timer may be had on 
special order. 


OVER 125 REFERENCES IN LITERATURE AND TEXT BOOKS— 
Bibliography and literature on request 


REUBEN REITER. Se.D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 36, N. Y.— 
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muscle 


No longer need the advantages of muscle . 
relaxation during electro-convulsion therapy relaxation 
be foregone because of the disadvantage 
of prolonged effect. Speed of action 
and recovery are characteristics of for E. C.T. 
‘Anectine’ medication. 


‘Anectine’ produces full relaxation within 
90 to 120 seconds of injection; the effect 
lasts about 2 minutes, and recovery of 
muscle tone begins immediately thereafter. 


As with all relaxants, facilities for 
oxygen insufflation must be available when 
‘Anectine’ is given. When apnea does occur, 

its average duration is about 2 minutes. 


References: Wilson, W. and Nowill, W. K.: 
Southern Psychiatric Meeting, 1952. 


Holmberg, G. and Thesleff, S.: Am. J. 
Psychiat. 108:842, 1952. 


‘Anectine 


SUCCINYLCHOLINE CHLORIDE INJECTION 


20 mg. in each cc. 
Multiple-dose vials of 10 cc. eS 
Ready for intravenous injection. 


For full information, write to — 


& Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, N. Y. 
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FULL RANGE 


A FEATURE OF THE OFFNER TYPE 736A 


The wide range of precisely controlled 
currents is shown by the cathode-ray 
oscillogram. The timing wave (bot- 
tom) is 1000 cps. 


Full-range—from mild stimulation 
through super-convulsive therapy is 
provided by the Type 736A. Excel- 
lent therapeutic results have been re- 
ported ina widerange of conditions.!.2 


The wide applicability of the Type 
736A results from the wide range of 
precisely controlled currents it de- 
livers. Experience as well as theory? 
has shown that brief stimuli give 
effective stimulation with minimum 
electrical effects on consciousness; 
longer stimuli have a greater con- 
sciousness effect. Differing psychi- 
atric conditions respond better with 
suitable current parameters. 


The duration of each stimulus is ad- 


justable from 0.15 to 2 milliseconds, 
and their frequency from 10 to 400 
per second. The peak amplitude is 
adjustable from zero to 1000 ma. 


Timing is automatic or manual; 
slow (‘‘glissando’’) or instantaneous 
current rise and interrupted currents 
are provided. The Liberson ‘‘wave 
and spikes’’ current is available to 
minimize the need of sedation. 


1. Gerhard Hirschfeld and Joseph Bell Diseases of 
the Nervous System 12: 3-7, September, 1951. 

2. Gerhard Hirschfeld Journal of Nervous and 
Mental Diseases 117: 323-328, April, 1953. 


3. W. T. Liberson Psychiatric Treatment Vol. 31 of 
Proc. A.R.N.M.D. Williams and Wilkins, Balti- 
more, 1953. 


OFFNER ELECTRONICS INC. 


5320 N. Kedzie Ave., Chicago 25, U.S:A. 


West Coast Representative: Roland Olander and Company 
7225 Beverly Bivd., Los Angeles 36, California 


New England Representative: William Tunnicliffe 
11 Orient St., Winchester, Massachusetts 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 
uality 


for Printing 


Satisfaction 


_ In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
Printing and packaging requireme... 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bldg., 4th & Walnut St. LOS ANGELES: 1231 S. Main St. 
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1. Training for psychiatrists who want to become 
certified to practice psychoanalysis. 

2. Postgraduate orientation courses for physicians and 
psychiatrists. 


Announcing Fall-Winter 
Courses 


Fundamentals of Psychoanalytic Technique 


Readings in Psychoanalysis. Part III (Con- 
tributors other than Freud and Horney) 


of the Horney’s Contribution to Psychoanalysis 
* Continuous Case Seminar 
Workshop on Dynamics of Behaviour 


AMERICAN INSTITUTE tory of Neurosis 


* Clinical Conferences 


FOR PSYCHOANALYSIS |  ciinicat conferences on Case Histories I 


* Open to Matriculated Candidates only 


HAROLD KELMAN, M.D., Dean 


For Information regarding requirements for admission, 
tuition, loan fellowships and curriculum, write to the 
Registrar: Miss Janet Frey, American Institute for 
Psychoanalysis, 220 West 98th Street, New York 25, 
N. Y. 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 or THe Amemnicas, Room 310 Date 
New York 20, New York 


eee 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra (Volume 111 began with 
July 1954 issue). 
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INDISPENSABLE 


To every psychiatrist, every psychiatric clinic and every psychiatric 
hospital. 


Patients travel or move to other parts of the United 
States. Patients have relatives and friends in all parts 
of the country who frequently ask to be referred to col- 
leagues or have recommended to them privately practic- 
ing psychiatrists or clinics throughout the United States, 
therefore, it is indispensable that you own a copy of the 


BIOGRAPHICAL DIRECTORY OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION, Price now $10.00 (1950 Edition) 


You can locate in the geographical index the names of 
psychiatrists practicing within a certain area and the 
exhaustive alphabetical section of the Directory gives you 
complete information about more than 4,000 of your col- 
leagues with reference to: 


Training 

Research Activities 

Type of Psychiatric Training 
Affiliation 


““The most frequently consulted book in my office’ Dr. S., 
New York 


‘Indispensable for my referrals’”’ Dr. H., Los Angeles 


“Proves helpful every day in my social service depart- 
ment and saves us many hours of work’’ F. McT., Head of 
Psychiatric Social Service of Large Mental Hospital, 
New Jersey 


Secure a copy immediately by ordering now as only a 
small stock remains. 
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TO US THERE IS NOTHING SO WONDERFUL 
AS THE SIGHT OF 


Happy Children 


The exceptional child takes 
his place comfortably and 


easily in the relaxed and 
home-like atmosphere of 
The Brown Schools . . . and 
at the same time prescribed 
training continues quietly 
and efficiently through a 
skilled staff of psychiatrists, 
psychologists, and regis- 
tered nurses. Small enough 
to insist on individual at- 
tention, large enough to 


maintain a complete staff, 
The Brown Schools is a 
happy place for the excep- 
tional child. View book and 
full details on request. 


BERT P. BROWN > PAUL L. WHITE, M.D 
ws F.APLA 


President 
Medical Director 


P.O. BOX 4008-D 
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BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 
Located in the hills of Essex County, 
30 miles north of Boston 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcohol- 
ism and drug addiction. 


Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated; sleep treatment for withdrawal 
of narcotics. 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. Scuiomer, M. D., 
Medical Director 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Cour- 
tesy privileges to qualified physicians. 


BENJAMIN Simon, M.D. 
Director 
CuHartes E. Wuirte, M.D. 
Assistant Director 


Arlington Heights, 
Massachusetts 


ARlington 5-0081 


MEMPHIS, TENNESSEE, Route 10, Box 288 
For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the 
Bristol Highway). 53% acres of wooded land and rolling fields. Equipment new and modern, including the 
latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 
tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 
nel gives individual attention to each patient. 
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An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 


EST. 1898 


RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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WESTBROOK SANATORIUM 


A private poychiensic hoopieal em- Staff PAUL V. ANDERSON, M.D. 
ploying modern diegnonic end wees REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS F. COATES, MD. 
mental disorders and probl of nnd 
idicti 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 


R. H. CRYTZ:R, Administrator 


The LIVERMORE SANITARIUM 


LIVERMORE, CALIFORNIA 
SAN FRANCISCO OFFICE—450 SUTTER STREET 


For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 
ful grounds; hydrotherapy, athletic and occupational departments; clinical laboratory; large 
trained nursing force. Rates include room, suitable diet, medical care, genera! nursing and 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Director 


1850 PONTIAC ROAD : ROCHESTER, MICH. 

Telephone: 9441 

private hospital 25 miles north of Detroit for 
Hilbert I ined Dineen the diagnosis and treatment of mental illness. 
Mr. Graham Pychoanalytically trained resident physicians. 
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Twenty minutes from Times Square, Brooklyn and Bronz 


River Crest Sanitarium 


Ditmars Blvd. and 26th Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 
Landscaped twelve acre park. Thorough study and treatment. All accepted type of 


treatment available with individualized attention to psychotherapy, insulin and elec- 
troshock therapy. Full cooperation with referring physicians. 


JOHN C. KINDRED, M.D. LAYMAN R. HARRISON, M.D. 
Consultant Physician in Charge 


Telephone AStoria 8-0820 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M. D. Medical Director 


tor 
Direc HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 
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FAIR OAKS 


INCORPORATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE SUMMIT 6-0143 
Oscar Rozett, M. D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


HIGHLAND HOSPITAL, INC. 


Founded in 1904 Asheville, North Carolina 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 
for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Dirrctuor 
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HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 
A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Medical Director 
FRED. SWARTZ, M.D. MARGARET BIAMA, M.D. WERNER SCHMIDT, M.D. 


Separate buildings for nervous and emotional disorders. 
Registered with American Medical Association and American Hospital Association. 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


Topeka, Kansas; Telephone 3-6494 


J. Correr HirscuBere, M. D., Director 


HIGH POINT 
HOSPITAL 


v 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic studies; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
Ruts Fox, M.D., Associate Consuliant L. CLovis Hrrninc, M.D., Associate Consultant 


Attending Psychiatrists: StepHEN W. Kempster, M.D.; Mervyn ScHAcHT, M.D. 


Associate eg Leonarp C. FRANK, M.D.; Sytv1a L. Gennis, M.D.; Leonarp M.D., 
F.A.P.A.; Danie, L. GoLpstein, M.D., F.A. P.A.; Simon H. NAGLER, M.D. 


Learrice Styrt ScuHacut, M.A.; AtBert L. Sopot, Px.D. 


Conga Staff: Neurology, KENNETH M. Ganc, M.D.; Gynecology, H. Haroip Giss, M.D., F.A.CS.; 
race: RANK T. Massucco, M.D., F.A.C.S.; Internal Medicine, NaTHANIEL J. SCHWARTZ, M.D., 
F.A.C ARNOLD J. RopMaNn, M.D., F.C.C.P.; Dentistry, Irvinc J. GRALNICK, D.D.S. 


XXXI 


i 
| 4 
ts 
| 
~ 
| 


for emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. . . isa private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 


. . . providing intensive individual psychotherapy in a 
residential setting. 
A. H. KAMBLY, M.D. 411 FIRST NATIONAL BLDG. 


Director Ann Arbor, Michigan 


THE ANDERSON SCHOOL 


Staatsburg, New York 


The Anderson School is a co-educational, residential school with an elementary school, junior and 
senior high school, and a two-year postgraduate department. The school is accredited by the New 
York State Department of Education, and a majority of its graduates regularly enter college or 
junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student ae and 
rowth than is conceived of in present-day education. Educating the student as a person, adjust- 
ng and maturing his personality is a primary aim. 


For further information write to V. V. Anderson, M. D. 


THE ANDERSON SCHOOL 
STAATSBURG-ON-HupsSON, NEw YorK TELEPHONE: STAATSBURG 3571 


KEEP AND PROTECT 
YOUR JOURNALS 


IN THIS NEW 2208 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


$2.00 each: 3 for $5.00 


ORDER DIRECT FROM 

AMERICAN JOURNAL OF PSYCHIATRY 

1270 AVENUE OF THE AMERICAS, N. Y. 20. 

WHEN ORDERING, PLEASE SPECIFY VOLUME NUMBERS 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The »sychologic value of all aspects of 
treatment, training and education is care- 
fully considered for cach child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 
Leslie R. Angus, M.D., Director of Psychiatric Services 
and the child Research Clinic 
William L. Noe, Jr., M. D., Director of Medical Services 
Eugene B. Spitz, M. D., Neuro-Surgery Consultant 
PSYCHOLOGICAL STAFF 
Myrtle E. Wampler, M.A 
Fritz Stirner, M. A. 
Kathryn Burchard, M. A. 
Gisela Ungurian, M. A. 
Paul M. Forest, M. A. 
Frank P. Bakes, Ph. D., Attending Consultant in Speech 
Ruth M., Strang, Ph. D., Attending Consultant in Reading 


Edward L. Johnstone, 


President 


THE Woops SCHOOLS 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 
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Understanding 
and acceptance 
are essential 

in the re-education 


of the atypical child 


CLINICAL STAFF 


PENNSYLVANIA 
MEDICINE-PSYCHOTHERAPY 
Calvin F. Settlage, M.D. 

Director 


Dicector of 
Robert Devereux, M.D. 
Ruth E. Duffy, M.D. 
Michael B. Dunn, A.M. 
Herbert H. Herskovitz, M.D. 
Robert L. Hunt, M.D. 
Joseph J. Peters, M.D. 
Albert S. Terzian, M.D. 
Walter M. Uhier, M.D. 


PSYCHOLOGY-EDUCATION 
Edward L. French, Ph.D. 
Director 


Milton Brutten, Ph.D. 
Seima J. Eble, A.M. 
Kenneth E. Evans, 
Robert G. Ferguson, A.M. 
Marguerite B. Horn, A.M. 


Inquiries invited. Address: 


PROFESSIONAL STAFF 
CALIFORNIA 


Charles M. i, Jr., M.D. 


Richard H. Lambert, M.D. 
Consulting Psychiatrist 


Ivan A. McGuire, M.D. 
Consulting 


Paychiatrist 


David L. Reeves, M.D. 
Consulting 


Joun M, Barctay, Director of Development 


Devon, Pennsylvania 


Professional publications sent on request. 


UNDER THE DEVEREUX FOUNDATION 


HELENA T. Devereux, Director 


J. CuiFFORD Scott, M.D., Executive Director 
SANTA BARBARA, CALIFORNIA 


DEVON, PENNSYLVANIA 


John R. Keiser, Ph.D. 
Kathryn F. Kramer 
Gertrude Miller 
Robert A. Semple, Ill, B.R.E. 
Jack Shelley, M.Ed. 
ee Barbara R. Winters, 8.S. ie 
Robert L. Brigden, Ph.D. 
Director of the Ranch School 
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